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MEAL APPEAL FOR HOSPITALIZED CHILDREN 
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ON 
THE 
BLOOD 


SALICYLATE 


(Brand of carbazochrome salicylate) 


Adrenosem helps conserve the patient’s own 
blood. Adrenosem is accepted pre-op medica- 
tion because it reduces the need for transfusion. 


Adrenosem controls excessive capillary bleed- 
ing by decreasing capillary permeability while 
promoting the retraction of the severed 
capillary ends. Adrenosem’s control of bleed- 
ing results in a clearer operative field. Reduc- 
tion of postoperative ooze and seepage results 
in fewer calls on the nursing staff. 


The safety and effectiveness of Adrenosem are 
proved by the administration of over 17 million 
doses in thousands of hospitals during the past 
7 years. There are no contraindications to Adrenosem 
at recommended dosage levels. 


SUPPLIED: For I.M. injection only—Ampuls: 5 mg., 1 
cc., packages of 5 and 100; 10 mg., 2 cc., packages of 5. 
For oral administration—Syrup: 2.5 mg. per 5 cc. (1 tsp.), 
bottles of 4 oz. Tablets: 1 mg. (s.c. orange), bottles of 50, 
and 2.5 mg. (s.c. yellow), bottles of 50. 


WRITE FOR DETAILED LITERATURE 
AND DOSAGE INFORMATION. 


°U.S. Pat. Nos. 2581850: 2506294 
THE s. MasseENGILL COMPANY 


Bristol, Tennessee 
New York Kansas City San Francisco 
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Chefs prepare food on modern Gas equipment in the kitchen of Roanoke Memorial Hospital 


Enough fried chicken for 300 patients 


in 12 minutes... thanks to GAS 


Modern stainless steel Gas equipment with auto- 
matic controls is the key te fast preparation of 
special and regular diet foods at Roanoke Memorial 
Hospital, Roanoke, Virginia. 

Stainless steel pressure cookers and steam ket- 
tles can cook enough fried chicken in 12 minutes 
to serve 300 patients, after which chicken is 
browned in a Gas-fired deep fat fryer. Automati- 
cally controlled Vulcan Gas equipment—ranges, 
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baking and warming ovens—speed nutritious, tasty 
food to patients and staff with no interruption in 
service for changeover to special diets. 

For information on how Gas can help you mod- 
ernize your food service, call your Gas Company’s 
commercial specialist. He'll be glad to discuss 
with you the economies and outstanding results 
you get with Gas and modern Gas-fired equipment. 


American Gas Association. 


‘ 
~ 
| 
¢ 


‘NI EW topical 


corticosteroid 


provides | Superior 


_ant-inflammatory 
| antipruritic activity 


— 


...and to combat infection 


(flurandrenoione, Lilly) (6a-fluoro-16a-hydroxyhydrocortisone 
16,17-acetonide) 


(flurandrenolone with neomycin sulfate, Lilly) 


To provide greater flexibility in usage, Cordran and 
Cordran-N are available in both a cosmetically acceptable 
vanishing cream and a hydrophilic ointment base. 


Description: Cordran cream and ointment are new corticosteroid preparations 
for topical use. Each Gm. contains 0.5 mg. Cordran. 

Cordran-N cream and ointment combine Cordran and a safe, effective wide- 
spectrum antibiotic, neomycin. Each Gm. contains 0.5 mg. Cordran and 5 mg. 
neomycin sulfate (equivalent to 3.5 mg. base). 

The cream base is composed of stearic acid, cetyl alcohol, liquid petrolatum, 
polyoxyl 40 stearate, ethyl parahydroxybenzoate, glycerin, and purified water. 
The ointment base is composed of white beeswax, cetyl alcohol, sorbitan ses- 
quioleate, and white petrolatum. 


Side-Effects: No side-effects have been reported to date from the use of either 
the cream or ointment forms of Cordran and Cordran-N. 


Contraindications and Precautions: Cordran and Cordran-N should not be used 
in the presence of tuberculosis of the skin, nor should they be used in the eyes. 

If secondary bacterial infections of the skin are present prior to the use of 
Cordran, they should be treated also with appropriate anti-infective measures. 
If the infection present before the application of Cordran or Cordran-N, or 
developing during its use, does not respond promptly, discontinue the prepa- 
ration until the infection has been adequately controlled. 

Patients with superficial fungus or yeast infections should be treated with ad- 


ditional appropriate methods and must be under constant medical observation. 
Although sensitivity has not been reported, a few individuals may be sen- 
sitive to these preparations. If any reaction indicating sensitivity is observed, 
discontinue the use of the product. If a patient has a proved idiosyncrasy to 
neomycin, another antibiotic may be used along with Cordran. 
Since use of antibiotic agents may cause overgrowth of nonsusceptible organ- 
isms, constant observation of the patient is essential. 
Administration and Dosage: Cream—For moist, weeping lesions. Rub a small 
quantity of cream gently into the affected areas two or three times daily. Vig- 
orous application is not necessary and may damage the skin. | 
Ointment—For dry, scaly lesions. Apply a small quantity of ointment as a 


_ thin film to the affected areas two or three times daily. 


How Supplied: All product forms are supplied in 7.5 and 15-Gm. tubes. 
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CHRISTMAS dinner calls for a festive atmosphere at the Children’s Memorial Hospital, 

Chicago. Believing that food contributes to the child’s feeling of security as well 

as to his physical recovery, the staff strives to make every meal a pleasant experi- 

ence. An article presenting a pediatrician’s views on promoting the child patient's 

acceptance of food begins on page 71. Cover photo by Robert McCullough. (Credits 

for other photos in this issue are on page 108.) , 
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What happened to the “savings’’? 


Money “saved” in purchasing disappears when the cheap catheter malfunctions. But the money lost 
J is insignificant...compared to the patient’s discomfort, prolonged suffering, extreme pain, or even 


a loss of life. We know of only one way to make a catheter with maximum resistance to malfunction: put 
m the best possible material and technique into every catheter you make; inspect and test it at least 12 
Be times...and above all, never compromise with quality. Because every Bardex® Foley Catheter is 


made this way, it has to cost a little more, but...can you really afford anything less than the best? 


INC. MURRAY HILL, N.J. 2 2 


SINCE 1907 
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Operating a costly central ice plant? 
Ra Scotsman ice machine on every floor 


Eliminate the expense and inconvenience of hauling ice / 
from a central plant. With Scotsman ice machines there’s f 
no waiting for deliveries . . . a constant supply of ice is J 
always available when and where it’s needed. Sparkling P goers 
Scotsman ice is 100% pure. | af 
Costing as little as 8¢ per 100 pounds, Scotsman ice can / 
be used all over the hospital for such uses as food service, Pd Please 
beverages, ice packs, surgery and oxygen tents. Get the / send free 
full facts from the free booklet ‘“‘Ideas on Ice.”’ a booklet 
| Ideas on Ice. 
QUEEN PRODUCTS DIVISION - KING-SEELEY ASF THERMOS CO. 4 steme 
Albert Lea, Minn. 
/ Hospital 
You profit most with fs 
sco ¥rSMAN. 
Mail to: Queen Products Division, 
/ King-Seeley Thermos Co., 
M A C H E Front street, atbert Lea, Minn. 
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One 
Gruendler 
Disposer 


CAN DO MORE THAN | 
2 ORDINARY DISPOSERS 


Disposes bulk waste 
Table scraps from up to 2000 settings 
Pulp, pits, pods, cobs, bones 
Paper cups and milk cartons 
Food preparation wastes 
With little or no maintenance cost 


Have your food consultant or architect write us, or ad- 
dress us direct for full details. Do it today. 
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HEAVY-DUTY GRUENDLER 

EQUIPMENT RUSHER & PULVERIZER COMPANY 

SINCE 1885 2915 North Market + St.Louis 6,Mo. | 


To MEET the NEED for ADMINISTRATIVE 
and MANAGERIAL PERSONNEL 


THE 


BROOKLYN COLLEGE 
of PHARMACY 


offers a 


GRADUATE PROGRAM 
leading to 
MASTER of SCIENCE DEGREE 
with specialization in 
HOSPITAL PHARMACY 
ADMINISTRATION 


The curriculum is designed to prepare graduate pharmacists for 
positions of responsibility and leadership in Hospital Pharmacy 
Administration. The course of study provides the necessary pro- 
fessional academic training, emphasizing managerial skills and 
competence as well as the abilities required to administer a hos- 
pital pharmacy efficiently and economically in the light of the 
needs of the patient and of the hospital staff. The minimum resi- 
dence requirement is one year. 

An integral part of the program is a one-year internship, or its 
equivalent, in a hospital pharmacy. 

DORMITORY FACILITIES cre available for men, women, and 
married persons at the Zeckendorf Campus of the Brooklyn Center 
of Long Island University. 
For complete information apply to 
Professor |. Greenberg 


BROOKLYN COLLEGE of PHARMACY 


600 Lafayette Ave. Brooklyn 16, N.Y. 
Phone: MAin 2-4040 | 


hospital association meetings 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 


1962 


Jan. 31-Feb. 1—-Midyear Conference of Presidents and Secretaries, 
Chicago (AHA Headquarters) 


Sept. 17-20—64th Annual Meeting, Chicago (McCormick Place) 


MEETING AND INSTITUTE 
| CALENDAR 
THROUGH MAY 1962 


(American Hospital Association Institutes are in BOLDFACE type. 
Meetings of other hospital associations are in LIGHTFACE type. 
Other organizations in the health field are shown in ITALICS.) 


DECEMBER 
11-15 Hospital Design and Construction, Los Angeles _Gtatler- 
Hilton) 


13-15 Medical Record Librarian’s Institute on Medical-Legal-Princi- 
ples of Medical Record Administration (Advanced), Chicago 
(AHA Headquarters) 


26-31 American Association for the Advancement of Science, 
Denver (Denver Hilton) 


JANUARY 
8-12 Dietary Department Administration, Pittsburgh (Webster Hall 
Hotel) 
15-18 American Osteopathic Association, Las Vegas (Convention 
Center) 
17-19 Alabama Hospital Association, Mobile (Admiral Semmes 
Hotel) 
22-24 National Association of Private Psychiatric Hospitals, Sara- 
sota, Fla. (Colony Beach Resort) 
22-26 Nursing Service Administration, a. Tenn. (Claridge 
Hotel) 
26 South Carolina Hospital Association, 
Hampton Hotel) 


31-Feb. 1 American Hospital Association Midyear Conference of 
Presidents and Secretaries, Chicago (AHA Headquarters) 


Columbia (Wade 


FEBRUARY 
1-3 American College of Hospital Administrators Congress on 
Administration, Chicago (Morrison Hotel) 


5-9 Nursing Service Administration, San Francisco (Sheraton- 
Palace Hotel) 


5-9 Special Institute for Medical melet Librarians on Organiza- 
tion and Management, Chicago (AHA Headquarters) 


12-14 Budgeting, Chicago (AHA Headquarters) 


19-21 Personnel Administration (Advanced), Louisville, Ky. (Ken- 
tucky Hotel) 


26-March 2 American Protestant Hospital Association, Chicago 
(Morrison Hotel) 


MARCH 


Emergency Room Nursing Service Management (Tentative), 
Chicago (AHA Headquarters) 
| (Continued on page 8) 
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LAUNDRY EQUIPMENT 


‘ 
$ 


IN QUALITY IN PERFORMANCE 
IN ECONOMY 


IN FEATURES 
WASHER-EXTRACTOR mbhlatte® 


GAS HEATED DRYER | 
With Aqua-Surge Underwriters Laboratories listed. — 
Dependable, fast performance; 
Reverse Wash Action = 50-15. dry weight capacity. Stainless steel 
® 


3 BIG LOADS IN 1 WASHER or enamel finishes. 


All stainless steel, 25-lb. capacity; coin-operated model 
with drop-coin meter, for manval model with dual 
wash cycle. 


AND FIRST IN TESTING, LISTINGS AND APPROVES 


GAS HEATED DRYER 


Economy priced with high quality performance and 
high dry efficiency. Meter or timer controlled. 


Uaahette TO FIT EVERY LAUNDRY NEED 


Available in 25-50-75-100 pound capacities, manual or automatic controls, pedestal 
and cabinet models, including 25-lb. Twin, with Cook One-Dial or — controls, 
with or without Electric Supply Injector. | 


Rugged, heavy-duty 
Models S-75 and S-100 


é 
t 


Fully automatic Coin- 
Operated WASHETTE, 
regular reversing wash 
action, heavy duty 25- 
lb. capacity in deluxe 
stainless steel cabinet. 


EXTRACTORS 


Heavy-duty extractors in 
gleaming stainless steel 


are available in 20” and 


and trouble free perform- 


ance, 


Pedestal model WASHETTES S-25 
and S-50 excellent for quick service 
laundries, cleaners, motels, hotels, 
hospitals, shirt laundries, etc. High 
volume, high quality for commercial 
dependability. 


MANUFACTURERS OF 


PLUMBING 


26° models. These Ano ay ELECTRICAL ity performance of 
extractors give long life PACKAGE Washette S-Models. 


Convenient, fast installation for vtil- 
ities. Comes complete; all steel 
construction. Includes water lines, soil 
pipe, electrical circuits. 


WASHETTES for larger 
laundries, hospitals, etc., 
gives continuous, eco- 
nomical service, faster 
operation, high quality 
work. 


CABINET MODELS 


Stainless steel satin fin- 
ish cabinets; ideal for 
in-line installation, in 
D-25, D-50 and Twin-25 
Models. Same high qual- 


Famous Cook One-Dial 
and Keymatic controls. 


THE WASHETTE LINE GIVES YOU QUALITY, ECONOMY, DEPENDABILITY! 
MATCHED EQUIPMENT FOR YOUR LAUNDRY NEEDS. 6166 


Caak 


SUBSIDIARY OF ALD, INC. 


For illustrated brochures and name of nearest dealer, write .. - 


WASHERS DRYERS EXTRACTORS WASHER-EXTRACTORS © P.E.P. 


4301 S. FITZHUGH AVE. 
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There Is Only ONE 


AN ALL- 
CHROME 
PATIENT 


Not a he the 
new standard PORTO LIFT, at 
NO INCREASE IN COST. 
New, life-long finish and de- 
pendable hydraulic action make 
PORTO LIFT a ‘‘must’’ for effort- 
less patient handling. 


PORTO-LIFT @¥ 


MANUFACTURING CO. 
HIGGINS LAKE, MICHIGAN 


It’s the result that counts 


Safeguarding the health .. . 


and well being of its citizens is 
the primary responsibility of every enlightened community. 
Nothing is more important than life. To secure capital funds 


for your new or expanding hospital . . . see National for satis- 
factory, effective and economical results. 


A proper start is important for every conpetes. Write 


for FREE booklet on "Partners in Progress’ it helps 
eliminate many pitfalls. 
Gentlemen: Please send Free Copy of your booklet, | 
“Partners in Progress.” 7 
: Name 
H pit 
Address 
City State | 


Nationat - Raising Services, 


82 Wall St., New York « 600 S. Michigan, Chicago 
© 1001 Russ Building, San Francisco © 1105 Fulton 
Bonk Bidg., Atianta © 208 Ridglea State Bank 
Bidg., Worth ¢ 621 Adolphus Tower, Dallas « 
410 Street, Hartford 


12-14 Directors of Hospital Volunteers (Advanced),. Chicago (AHA 
Headquarters) 


13-16 Hospital Purchasing (Advanced), Baton — La. (Capitol 
House Hotel) 


14-16 a Hospital Association, Baton Rouge (Capitol House 
otel) 


15 Wisconsin Hospital Association, snide (Schroeder Ho- 
tel) 


19-21 Labor Relations, Chicago (AHA Headquarters) : 
20-22 Kentucky Hospital Association, Louisville (Kentucky Hotel) 
26-28 New England Hospital Assembly, Boston (Statler-Hilton Hotel) 


26-29 Evening and Night Nursing Service Administration, Chicago 
(AHA Headquarters) 


27-29 Nursing Home Administration, Miami Beach, Fla. (Seville 
Hotel) 


APRIL 


1-6 Annual Meeting of Blue Cross Association Members and the 
Annual Meeting of the National Association of Blue Shield 
Plans, Colorado Springs, Colo. (Broadmoor Hotel) — 


2-4 Methods Improvement (Advanced), Baltimore (Emerson Hotel) 
2-5 Ohio Hospital Association, Toledo (Toledo Sports Arena) 


9-13 Staffing Departments of Nursing Units, Chicago (AHA Head- 
quarters) 


12-13 Carolina-Virginias Hospital Conference, Roanoke, Va. (Hotel 
Roanoke) 


16-20 Hospital Engineering, Chicago (AHA Headquarters) 
23-25 Hospital Trustees (Tentative), Chicago (AHA Headquarters) 


25-27 Midwest Hospital Association, Kansas City, Mo. (Municipal 
Auditorium) 


25-27 Southeastern Hospital Conference, New Orleans (Municipal 
Auditorium) 


30-May 2 Tri-State Hospital Assembly, Chicago (Palmer House) 


30-May 3 Obstetrical Nursing Service Administration, Buffalo, N.Y. 
 (Statler-Hilton Hotel) 


MAY 
1 Massachusetts Hospital Association, Boston (Statler-Hilton 

Hotel) 

7-9 Machine Accounting and Data Processing, Chicago (AHA 
Headquarters) 

7-10 Association of Western Hospitals, Portland, Ore. (Memoria! 
Coliseum) 

7-11 Dietary Department Administration, Denver (Cosmopolitan 
Hotel) 

9-11 Upper Midwest Hospital Conference, Miiscapolie (Audi- 
torium) 


9-13 Student AMA, Washington (Mayflower Hotel) 
13-16 Texas Hospital Association, Houston (Shamrock Hilton Hotel) 


: 14-16 Hospital Law, Philadelphia (Marriott Motor Hotel) 


14-16 Supervision, Chicago (AHA Headquarters) 


14-17 Hospital Dental Service (Basic), Detroit (Harlan House Motor 
Hotel and Henry Ford Hospital) 


14-18 American Nurses Association, Detroit (Cobo Hall) 
21-23 Hospital Housekeeping (Basic), Chicago (AHA Headquarters) 
21-24 Catholic Hospital Association, St. Louis (Kiel Auditorium) 


23 New Jersey Hospital Association, Atlantic City (Convention 
Hall) 


23-25 Middle Atlantic Hospital Assembly, Atlantic City (Conven- 
tion Hall) 


23-25 Hospital Association of New York State, Atlantic City 
(Claridge Hotel) 


23-25 Hospital Association of Pennsylvania, Atlantic City (Conven- 
tion Hall) 
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aRCHITECT 
and Associates, 
Ine. 
WILLIAM 


North 126th Street | -Manning Installation 


new 
Municipal Hospital 


Dear Mr. Harper: 

of hospital constructi 
and judgment be exercise ration @ 

great deal of care Srter careful delibe 


lec 
Durgess-Manning Was Municipal Hospital. 


out the ding at the es ait 
a Patients’ Rooms, 
qe new building includes 45 Peational Therapy, complete 


Reco as, Hydro- 
4 complete Radi ology Department 
ular building 
relative to this partic 
prover in of the following procedures: 
1, par- 
We found the material simple and easy 
ticularly with respect to the mechani 
work, such recessed lighting, 
tional floor space 
ceil s provided addi 
The of hospitel furniture arrangemen 
| heat 
uniformity whether it be 
mere ning, and last but not least, the maintenan 
is negligible. 


through f 
been in operation 
instal lation Measons and we are convinced that 
i 


the statements made herein are ber even more complex project. 


i There is an absolute: uniformity whether 
it be heating or air conditioning, and last 
but not least, the maintenance is negligible. 


—Carl Lloyd Ames, Architect 
Carl Lloyd Ames & Associates, Inc. 


The “‘in-use’’ performance benefits of the Burgess- 
Manning Radiant Heating, Cooling and Acoustic 
Ceiling for hospitals and institutions are convinc- 
ingly demonstrated by this letter from Carl Lloyd 
Ames & Associates, Inc.... who, because of 
their four years proven experience with the 
Burgess-Manning Radiant Ceiling “are specifying 
the material on another larger and even mo 
complex project.” 

The Burgess-Manning Radiant Ceiling ‘installa- 
tion at the Beloit Municipal Hospital is but an- 
other in the scores of hospital installations* . . . 
where maximum human comfort—a primary 
consideration—is completely achieved through 
the Burgess-Manning Radiant Ceiling. 

In fact, no other ceiling installation provides 
heating, cooling and sound absorption with 
equal advantages of structural simplicity .. . 
minimum maintenance requirements ... me- 
chanical and decorative design flexibility . . . and, 
operational efficiency. 

When you specify the Burgess-Manning Ra- 
diant Heating, Cooling and Acoustic Ceiling for 
new hospitals or hospital additions... your 


Sincerely yours» 
AMES & 


hospital is better . . . your budget no bigger. 
Today . . . write for complete literature, speci- 
fications, etc. Ask for Bulletin 138-31 


* list on request 


Burgess-Manning Ceiling Area—12,720 sq. ft. 
Architect—Carl Lloyd Ames & Associates, Inc. 
Engineer—Lofte & Frederickson 

Ceiling Contractor—DeGelleke Co., Inc. 


Your letterhead request will bring you the 
Burgess-Manning “b.t.v."...¢ monthly pub- 
lication -providing information, new trends 
and technical data on Radiant Heating, 
Cooling and Acoustic Ceilings for hospitals, | 
schools and buildings. 


P.O. Box 350 e Libertyville, Illinois 
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officers, trustees and councils 


President 


Jack Masur, M.D., Clinical Center, National Institutes 
of Health, Bethesda 14, Md. 


President-Elect 


T. Stewart Hamilton, M.D., Hartford Hospital. 80 
Seymour St., Hartford 15, Conn. 


Immediate Past President 


Frank 8S. Groner, Baptist Memorial Hospital, Mem- 
phis 3, Tenn. 


Executive Vice President 


Edwin L. Crosby, M.D., 840 North Lake Shore 
Drive, Chicago 11 


Secretary 
Maurice J. Norby, 840 North Lake Shore Drive, 
Chicago 11 


Treasurer 


Tilden Cummings, Continental Illinois National Bank 
& Trust Co. of Chicago, 231 8S. La Salle St., 
Chicago 90 


Assistant Secretary 
James E. Hague, 840 North Lake Shore Drive, 
Chicago 11 


Assistant Treasurer 


John E. Sullivan, 840 North Lake Shore Drive, 
Chicago 11 


Chairman: Jack Masur, M.D., Clinical Center, Na- 
tional Institutes of Health, Bethesda 14, Md. 

Frank S. Groner, Baptist Memorial Hospital, 899 Madi- 
on Ave., Memphis 3, Tenn. 

T. Stewart Hamilton, M.D., Hartford Hospital, 80 
Seymour St., Hartford 15, Conn. 


Term Expires (962 

George T. Bell, Hospital Service Association of North- 
eastern Pa., Bennett Bldg., Wilkes-Barre, Pa. 

Philip D. Bonnet, M.D., Massachusetts Memorial Hos- 
pitals, 750 Harrisen Ave., Boston 18 

James M. Daniel, Columbia Hospital of Richland County, 
2020 Hampton St., Columbia 4, 8.C. 

Stanley A. Ferguson, University Hospitals of Cleveland, 
2065 Adelbert Rd., Cleveland 6 

Term Expires 1963 

Donald W. Cordes, Iowa Methodist Hospital, 1200 
Pleasant St., Des Moines 14, Iowa 

Rev. John J. Humensky, Ph.D., Catholic Charities 
Bureau, Diocese of Cleveland, 9614 Aetna Rd., Cleve- 


William 8S. McNary, Michigan Hospital Service, 441 
E. Jefferson Ave., Detroit 26 

Boone Powell, Baylor University Medical Center of 
Dallas, 3500 Gaston Ave., Dallas 10, Tex. 

Term Expires 1964 

Stanley W. Martin, Ontario Hospital Association, 
Flemingdon Park, Don Mills, Ont. 

Hal G. Perrin, Bishop Clarkson Memorial Hospital, 
Dewey Ave. at 44th St., Omaha 5, Nebr. 

Henry N. Pratt, M.D., Society of the New York Hos- 
pital, 525 W. 68th St., New York 21 

W. W. Stadel, M.D., San Diego County General Hos- 
pital, North End of Front St., San Diego 3, Calif. 


Coordinating Council 


Chairman: T. Stewart Hamilton, M.D., Hartford Hos- 

_ pital, 80 Seymour St., Hartford 15, Conn 

George E. Cartmill, Harper Hospital, 3825, Brush 8t., 
Detroit 1 

Dean A. Clark, M.D., Massachusetts General Hospital, 
Fruit S8t., Boston 14 

John A. Dare, Virginia Mason Hospital, 111 Terry 
Ave., Seattle 1 

George W. Graham, M.D., Ellis Hospital, 1101 Nott 
St., Schenectady 8, N.Y. 

Jack Masur, M.D., Clinical Center, National Institutes 
of Health, Bethesda 14, Md. 

Mrs. Harry Milton (Address: 11621 Conway Rd., St. 
Louis 31), Jewish Hospital of Saint Louis Auxiliary 

Clyde L. Sibley, Birmingham Baptist Hospitals, 708 
Tuscaloosa Ave., Birmingham 11, Ala. 

Thomas M. Tierney, Colorado Hospital Service, 244 
University Blvd., Denver 6 


Council on Administrative Practice 


Chairman: George . Cartmill, Harper Hospital, 3825 
Brush roit 

Term Expires 1962 

Kermit H. Gates, M.D., Jackson Memorial Hospital, 
1700 N.W. 10th Ave., Miami 36, Fila. 


19 


Victor F. Ludewig, George Washington University Hos- 
pital, 901 23rd St., N.W., Washington 7 

Russell H. Miller, University of Kansas Medical Cen- 
ter, 39th St. and Rainbow Blvd., Kansas City 12, 
Kans. 

Term Expires (963 

Alvin J. Binkert, Presbyterian Hospital in the City of 
New York, 622 W. 168th St., New York 32 

John M. Danielson, Evanston Hospital, 2650 Ridge 
Ave., Evanston, Ill. 

Jack A. L. Hahn (vice chairman), Methodist Hospi- 
tal of Indiara, 1604 N. Capitol Ave., Indianapolis 7 

Term Expires 1964 

H. Robert Cathcart, Pennsylvania Hospital, 8th and 
Spruce Sts., Philadelphia 7 

Walter J. Rome, Children’s Hospital of Pittsburgh, 
125 De Soto St., Pittsburgh 13 

John M. Stacey, University of Virginia Hospital, 
Charlottesville, Va. 

Secretary: William T. Middlebrook Jr., 840 North 
Lake Shore Drive, Chicago 11 


Council on Association Services 


Chewmes: John A. Dare, Virginia Mason Hospital, 
11 Terry Ave., Seattle 1 

Expires 1962 

William 8S. Brines (vice chairman), Newton-Welles- 
ley Hospital, Newton Lower Falls 62, Mass. 

J. A. Gilbreath, Arkansas Baptist Hospital, 1700 W. 
13th St., Little Rock, Ark. 

Richard Lubben, Kadlec Methodist Hospital, 1005 
Guthrie St., Richland, Wash. 

Term Expires 1963 

Gene Kidd, Baptist Hospital, 200 Church St., Nash- 
ville 4, Tenn. 

Stuart W. Knox, Conyecticut Hospital Association, 160 
St. Ronan St., New Haven 11, Conn 

Benjamin W. Wright, Hospital Center at Orange, 
Orange, N.J. 

Term Expires 1964 

Sister Eugene Marie, Good Samaritan Hospital, 3217 
Clifton Ave., Cincinnati 20 

Cc. Franklin Fielden Jr., Memorial Hospital, 1400 E. 
Boulder St., Colorado Springs, Colo. 

Charles E. Barton, Regina General Hospital, Regina, 


Sask. 
Pn Jack W. Owen, 840 North Lake Shore Drive, 
Chicago 11 


Council on Blue Cross, Financing and 
Prepayment 


Chairman: Thomas M. Tierney, Colorado Hospital 
Service, 244 University Blvd., Denver 6 

Term Expires 1962 

H. A. Schroder, Blue Cross of Florida, Inc., P.O. Box 
1798, Jacksonville 1, Fila. 

Robert M. Sigmond, Hospital Council of Western Penn- 
sylvania, 130 DeSoto St., Pittsburgh 13 

Tol Terrell, Shannon West Texas Memorial Hospital, 9 
S. Magdalen, San Angelo, Tex. 

Term Expires 1963 

Robert T. Evans, Hospital Service Corporation, 425 N. 
Michigan Ave., Chicago 90 

John R. Mannix, Blue Cross of Northeast Ohio, 2042 
E. 9th St., Cleveland 15 

Ray K. Swanson (vice Swedish Hospital, 
914 8. 8th St., Minneapolis 4 

Term Expires 1964 

E. Clinton Bamberger Jr., Piper & Marbury, 900 First 
National Bank Bldg., Baltimore 2 

Richard O. Cannon, M.D., Vanderbilt University Hos- 
pital, 1161 21st Ave. S., Nashville 5, Tenn. 

Samuel J. Tibbitts, California Hospital, 1414 8S. Hope 
St., Los Angeles 15 

Secretary: Richard L. Johnson, 840 North Lake Shore 
Drive, Chicago 11 


Council on Government Relations 


Chairman: Clyde L. Sibley, Birmingham Baptist Hos- 
pitals, 708 Tuscaloosa, Bifmingham 11, Ala. 

Term Expires 1962 

W. P. Earngey Jr.. Harris Hospital, 1300 W. Cannon 
St., Fort Worth 4, Tex. 

Riley McDavid, Kenosha Hospital, 6308 8th Ave., 
Kenosha, Wis. 

Clarence E. Wonnacott (vice chairman), ULatterday 
Saints Hospital, 325 8th Ave., Salt Lake City 3, 
Utah 


Term Expires 1963 

Louis B. Blair, St. Luke’s Hospital, 1026 A Ave. N.E., 
Cedar Rapids, Iowa 

Carl C. Lamley, Stormont- Min Hospital, 10th and 
Washburn Sts., Topeka, 

James P. Richardson, Seashiertiee Hospital, Box 10157, 
Charlotte 1, N.C. 

Term Expires 1964 

Rey. Stephen K. Callahan, Our Lady of Fatima Hos- 
pital, Providence 4, R.I. 

Thomas Hale Jr., M.D., , ae Hospital, New Scot- 
land Ave., Albany 8, N.Y 

Frank Wilson, Grady Memorial Hospital, 80 Butler S8t., 
8.E., Atlanta 3 


- OF THE AMERICAN HOSPITAL ASSOCIATION 


Secretary: Kenneth Williamson, Washington Service 
Bureau, Mills Bidg., 17th St. and Pennsylvania Ave., 
N.W., Washington 6 


“Council on Hospital Auxiliaries 


Mrs. Harry Milton (Address: 11621 Con- 
wa St. Louis 31), Jewish a of Saint 
Auxillary 

Term Expires 1962 

Mrs. Robert N. Carson (Address: 77 Kingsbury Rd., 
New Rochelle, N.Y.), New Rochelle (Hospital) League 
for Service, Inc. 

Max L. Hunt, Yakima Valley Memorial Hospital, 2811 
Tieton Dr., Yakima, Wash. 


‘Melba Powell (vice chairman), (Address: 536 School 


St., Clarksdale, Miss.), Coahoma County (Hospital) 
Woman’ s Auxiliary 

Term Expires 1963 

Sue H. Brooke (Address: 221 52nd St., Virginia Beach, 
Va.). Wemen’s Auxiliary of Norfolk General Hospi- 
tal, Norfolk 


Mrs. Vivien Ross, Royal Victoria Hospital, 687 Pine 


Ave. W., Montreal 2, Que. 
Richard O. West, Norwalk Hospital, 24 Stevens St., 
Norwalk, Conn. 


Term Expires 1964 


Mrs. Earl L. Chambers (Address: 9 Charleote P1., 
Baltimore 18), Mercy Hospital Auxiliary 

Mrs. Charles Balfanz (Address: 3042 Normandy, Evans- 
ton, Tll.), Women’s Board of Presbyterian-St. Luke’s 
Hospital, Chicago 

Mrs. Worthing West (Address: 55 Tyler Terr., Newton 
Center, Mass.), Newton-Wellesley Hospital, Newton 
Lower Falls, Mass. 

Secretary: Patricia Sussmann, 840 North Lake Shore 
Drive, Chicago 11 


Council on Professional Practice 


Chairman: George W. Graham, M.D., Ellis Hospital, 
1101 Nott St., Schenectady 8, N.Y. 


Term Expires 1962 


Henry T. Clark Jr., M.D. (vice chairmen), University 
of North Carolina, Chapel Hill, N.C. 

Cecilia H. Hauge, R.N., Gealenan Administration, De- 
partment of Medicine and Surgery, Washington 25 
James T. Howell, M.D., Henry Ford — 2799 W. 

Grand Blivd., Detroit 2 


Term Expires 1963 


Paul R. Hanson, er Hospital, 2801 N. Gantenbien 
Ave., Portland 17, 

David Littauer, M.D., Jewish of Saint Louis, 
216 8. Kingshighway, St. is 

Col. James T. MecGibony, MC, of the Surgeon 
General, Department of the Army, Washington 25 


Term Expires 1964 


Mark Berke, Mount Zion Hospital and Medical Center, 
1600 Divisadero St., San Francisco 15 

Sister Mary Brigh, R.N., St. Mary’s Hospital, 1216 
2nd St. N.W., Rochester, Minn. 
E. Sharpe, M.D., Toronto General Hospital, 101 
College St., Toronto 2, Ont. 

Secretary: Richard J. Ackart, M.D., 840 North Lake 
Shore Drive, Chicago 11 


Council on Research and Education 


Chairman: Dean A. Clark, M.D., Massachusetts Gen- 
eral Hospital, Fruit St., Boston 14 


Term Expires 1962 


Charles D. Flagle, Johns Hopkins Hospital, 601 N. 
Broadway, Baltimore 5 

Matthew F. McNulty Jr., University Hospital and Hill- 
man Clinics, 619 8S. 19th St.,. Birmingham 3, Ala. 

Andrew Pattullo, W. K. Kellogg Foundation, 250 Cham- 
pion St., Battle Creek, Mich. 


Term Expires 1963 


Orville N. Booth, St. Francis Memorial Hospital, 900 
Hyde St., San Francisco 9 

G. Halsey Hunt, M.D. (vice chairman), National 
Institutes of Health, Bethesda 14, Md. 

Robert E. Toomey, Greenville General Hospital, 100 
Mallard St., Greenville, S.C. 

Term Expires 1964 

LeRoy E. Bates, M.D., Union Memorial Hospital, 33rd 
and Calvert Sts., Baltimore 18 

Duane E. Johnson, University of Nebraska Hospital, 
42nd St. and Dewey Ave., Omaha 5, Nebr. 

William O. Spencer, M.D., Texas Institute of Re- 
habilitation and Research, 1333 Moursund Ave., 
Houston, Tex. 

Secretary: Madison B. Brown, M.D., 840 North Lake 
Shore Drive, Chicago 11 


Executive Staff 


Edwin L. Crosby, M.D., director 

Maurice J. Norby, deputy director 
Kenneth Williamson, associate director 
Madison B. Brown, M.D., associate director 
Richard J. Ackart, M.D., assistant director 
James E. Hague, assistant director 
Richard L. Johnson, assistant director 

J. Allan Mahoney, M.D., assistant director 
Jack W. Owen, assistant director 

Edward W. Weimer, assistant director 
John E. Sullivan, assistant director 
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FOR DIRECT INHALATION 


* Directional ‘Fog Stream”’ of cool vapor 
® Hydrates respiratory tract 


Loosens secretions 
® No heat—no tent 


Operates for 10 hours on one filling. 


AIR-SHIELDS, IN 


Hatboro, Pennsylvania 


‘DECEMBER |, 


1961, VOL. 35 


2 


product 


cool—mist humidifier 


Used as a room humidifier the MISTifier combats 
dehydration of the respiratory tract due to lack of 
moisture in hospital or bedroom. 

Now available through leading pharmacies and sur- 


gical supply houses. 
Write for the name of your nearest distributor. 


A Division of National Aeronautical Corporation 
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Which 1s chyle and whichis Lipomul L.V. ?" 


As you know, after digestion, fat passes as an emulsion called chyle through the lacteals 
into the lymphatics tributary to the thoracic duct, and then into the systemic circulation. 
Lipomul I. V., like chyle, is a fine milk-white emulsion of fat. Its fat particles approximate 
those of chyle in size: about 1/7 the diameter of the normal red blood cell. Because of this 
minute particle size, like chyle, Lipomul I. V. is non-trritating to the vein. The fat provides 
8 times more calories per cc. than does 5% glucose and with markedly increased protein- 
. sparing action. It is swiftly and completely metabolized. Therefore, when formation of 
- chyle, a major source of calories, is blocked during pre- and post-operative “digestive tract 
_ bypass,” many surgeons add Lipomul I. V. to their standard fluid and electrolyte regimen 
_to provide the most concentrated source of energy. 


tA—Mammalian chyle (highly magnified) 
_ B—Lipomul I. V. (highly magnified) 
Precautions and side effects 


Formula: 

15% To administer, use only the recipient set supplied in 
Dextrose anhydrous ............+..+.+-- 4% w/V the package; Lipomul I. V. must not be mixed with 
Lecithin 1.2% W/V transfusions, infusions, or any other parenteral medi- 
Oxyethylene oxypropylene polymer ...... 0.3% W/V cation, or be given simultaneously through the same 
Water Gor tubing. A total of not more than 14 units (500 cc. 


Supplied in 250 cc. and 500 cc. bottles 
Indications and effects 


Lipomul I. V., fat emulsion for parenteral use, sup- 


plies approximately 400 calories per 250 cc. It is indi- 
cated in patients who are unable to take adequate 
food by mouth for any considerable period of time. 
Administration and dosage 

Administer only by intravenous route, as follows: 
For adults 


10 drops/minute 
Next 25 40 drops/minute 
For infants and children 

Pisst minutes ........... 5 to 10 dropst/minute 
Next 25 minutes . . .0.5 to 1 drop per pound/minute 
TREN wccccscesies 0.5 to 1 drop per pound/ minute 
tl cc.— approximately 20 drops. 


each), at a rate not exceeding 2 units per day, should 
be given to any one patient. 

Reactions of a “colloid” type may occur, including 
back or chest pain, dyspnea, severe flushing, or urti- 
caria. There may be delayed chill. Transient fever 
has also been noted, as have such other minor reac- 
tions. aS nausea, vomiting, abdominal discomfort, 
headache, mild flushing, dizziness, and some vari- 
ations in blood pressure and pulse. 

When the recommended dosage is exceeded, an 
“overloading syndrome” may occur characterized by 
chill, fever, abdominal pain, nausea, vomiting, hepa- 
tomegaly, clotting defects, thrombocytopenia, and 
bleeding, particularly from the gastrointestinal tract. 


Lipomul |.V. om 


Trademark, Reg. U. S. Pat. Off. 
THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN [ 75th j ar | 
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ultimate measure of merit..... P R E F 


WORL 


PICKER 
therapy apparatus 


Sheer merit — proven merit — has. 
lifted PICKER Cobalt®® apparatus to 
_ the status of first choice among 


radiotherapists internationally. In fact, 
so overwhelmingly preferred is this fine 


Newest oidinbicn of the Picker Cobalt® equipment that, at last count, Picker 


family is the C-10000 which delivers Cobalt®° installations outnumbered all 
up to 10,000 rhm. Its 95 cm. source- ; ee 
to-axis rotation yields optimal dose other makes throughout the world. 
distribution. Precision beam-directing | 

and field-localizing devices, transit dose 
system, automatic dose computer. 


A similar situation prevails in 

progressive coning system o 

Picker Cesium'37 unit permits choice Cesium}%* radiotherapy apparatus. 

of SSD from 15 to 50 cm. with attend- Ww States thee . 

ow variation of depth —- i = orldwide, there are four times as 

suspension imparts flexibility for 

vapid, accurate positioning. many installations with PICKER 

equipment as there are of the three 


runner-up makes combined. 


to know the eee. Ofmmmmmressive vote of confi- 
dence, call in (see ‘phone 
book) or write Aii_———a—mpration, White Plains, 
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peur: 


introducing the aubtens 


Herman F. Meyer, M.D., associate 
professor of pediatrics, Northwest- 
ern University Medical School and 
associate at- 
tending physi- 
cian, Children’s 
Memorial Hos- 
pital, Chicago, 
recommends in 
his article be- 
ginning on page 
71 that chil- 
dren’s view- 
points toward 
food as well as 
their nutritive 
needs be considered when planning 
meals for hospitalized children. 

Following his graduation from 
North Central College, Naperville, 
Ill., in 1922, Dr. Meyer did post- 
graduate work in the School of 
Hygiene at Johns Hopkins Uni- 
versity. He received his M.D. de- 
gree from the Rush Medical Col- 
lege, University of Chicago in 1926. 

Dr. Meyer has been associated 
with Northwestern Medical School 


DR. MEYER 


since 1929, and has also been a 


lecturer at the Children’s Me-. 


morial Graduate School of Nurs- 
ing. He has held staff privileges 
at Children’s Memorial since 1929. 

Dr. Meyer is a fellow of the 
American College of Physicians 
and the American Academy of 
Pediatrics. Other memberships in- 
clude the American Medical As- 
sociation, the Chicago Medical So- 
ciety and the Chicago Pediatric 
Society. 


John P. Barrett, administrator of 
the Syracuse (N.Y.) Memorial 
Hospital, discusses how specialism 
has complicated the administrative 
process in an article beginning on 
page 44. 

Mr. Barrett received his M.B.A. 
degree in hospital administration 
from Emory University in 1959. 
From 1954 to 1959, he was associ- 
ated with Emory University Hos- 
pital as assistant business office 
manager, administrative assistant 
and resident and coordinator of 


1847 North Mein Street 


First Choice of the First Hospitals 


Diack Contot: 


Yes, I tried the others, then 
I came back to Diacks 


1909 


ROYAL OAK, MICHIGAN 


14 


construction. In 1960, he joined 
Memorial Hospital of Chatham 
County, Savan- 
nah, Ga., as as- 
sistant adminis- 
trator, prior to 
‘his present posi- 
tion. 

Mr. Barrett, a 
nominee of the 
American Col- 
lege of Hospital 
Administrators, 
is a member of 
the American 
Hospital Association, Georgia Hos- 
pital Association and the Savannah 
Council of Hospital Administra- 
tors. 


MR. BARRETT 


Walter J. McNerney, president of 
the National Blue Cross Associa- 
tion, discusses hospital and medical 
economics in an 
article begin- 
ning on page 36. 

Mr. McNerney 
previously was 
director of the 
bureau of hos- 
pital adminis- 
tration at the 
University of 
Michigan, where 
he directed the 
| recently -com- 
pleted three-year study of hospital 
and medical economics under a 
grant from the Kellogg Foundation. 
After receiving his M.A. degree in 
hospital administration at the Uni- 
versity of Minnesota in 1950, he 
became administrator of one of the 
hospitals in the University of Pitts- 
burgh’s Medical Center. From 1953 
to 1955, he was an assistant pro- 
fessor of hospital and medical ad- 
ministration at the same univer- 
sity. In 1955, he went to the 
University of Michigan to establish 
the hospital administration pro- 
gram there, and in 1958, he was ap- 
pointed director of the bureau of 
hospital administration. 

Currently, Mr. McNerney is 
chairman of the committee on re- 
search of the American Hospital 
Association’s Council on Research 
and Education and is active on 
committees in the American Col- 
lege of Surgeons, the Kellogg 
Foundation, the American Medical 
Association and the Michigan Hos- 


MR. McNERNEY 


_ pital Association. 
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Dishwashers 


Fhe Mark of 
Modern Kitchens 


@ save Time 
@ cut OVERHEAD 
@ PROTECT SANITATION 


Automate your dishwashing operations with a 
new Toledo . . . and save time, cut costs, bring 
sparkling new cleanliness to dishes and glass- 
ware. The broad range of Toledo Dishwashers 
answers every requirement of the modern in- 
stitutional or restaurant kitchen. There’s no 
need to compromise . . . Toledo gives you un- 
‘challenged quality and performance in just the 
right size and type dishwasher to fit your 
needs. To learn more about Toledo Dish- 
washers, and all the advantages they have for 
you, call your Toledo Kitchen Machines 
Dealer. Or, write to us for literature. : 


Panoramic Door is a Toledo 
exclusive offered in a broad 
range of models. Gives easy 
access to full length of con- 
veyor for easiest a 
Capacity 4,805 to 12, 
dishes hourly. Zip-Lok Tubes 
and one-level tank construc- 
tion, plus many other ad- 
vanced design features. 


‘Toledo Rackless Hi-Speed Con- 
veyor Dishwashers feature ex- 


SEND TODAY for complete information 
clusive Add-A-Tank Design. on new, advanced design Toledo Dish- 


Selected Add-A-Tank units go 2 —CULvS washers to upgrade efficiency and pare 
together to give you just the > 5 a costs in your kitchen operations. 


length, capacity and extra fea- 


ti tures you need . . . allow for a 

future expansion. Capacities 

from 4,000 to 15,000 dishes ® 

hourly. Automatic water level T oO 
= and final rinse controls. 


Division of TOLEDO SCALE CORPORATION © 245 Hollenbeck Street, Rochester, N.Y. 


erful, heavy-duty 
ned. Outstanding 
rmance and appe: 
. Fall range of mod 
om H.P. to'S 
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FOR 


HARD ALL-EKTRIK BED(S) 1494-AEG 


1SSUED TO 


ADVANCED ENGINEERING TECH- 
NIQUES. Hard’s exclusive FulCru- 
matic and Rolevator actions for bed 
heights and gatch positions, tested and 


proven to insure longer bed life. 


MOST COMPLETE UL APPROVAL 
permits the use of Hard’s 1494-AEG 
with oxygen administering equipment 
of the nasal, mask and 1% bed tent 
types without sacrificing or limiting 
the use of automatic electric controls. 
Approved even if contro! is uw 
inside of oxygen canopy. No need to 
lock control when. using oxygen! 


Ask your Dealer about Hard’s ALL-EKTRIK 1494-AEG 


THIS IS WHY ONLY HARD CAN GIVE YOU 


YEARS PROTECTION 


ON ITS ALL ELECTRIC BED 


SELECTIVE PATIENT CONTROL 
allows patient complete or partial 
control of bed adjustments at nurse's 
discretion. Patient's control console can 

mounted on either side of bed for 
greater convenience. 


NURSE’S WARNING SYSTEM — 
Red Safti-Lite wafns nurse when bed 
is at other than lowest, safest position. 


the Bed that Makes the Electric Bed Concept Practical. 


THE HARD MANUFACTURING COMPANY 
117 TONAWANDA STREET 


BUFFALO7, NEW YORK 
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AN AERIAL VIEW of the S.S. “‘Hope’’ while it was docked at the 


sisted of four adult iia a pediatric ward and an intensive care 


modern city of Saigon, Viet-Nam. The hospital aboard the ship con- unit. The average daily patient census in port was 80-100 patients. 


A staff member 


Floating Hospital’s First Year | tmpressions 


g 


The maiden voyage of the S.S. “Hope”, the floating 
hospital and medical school that returned from a one- 
year tour of Southeast Asia in September, is history. 
The project—designed to bring the skills and tech- 
niques developed by the American medical and health 
professions to the peoples of other nations in their 
own environment—successfully completed its mission. 

Thousands of patients were treated on the ship and 
-on shore in the Indonesian archipelago and in South 
Viet-Nam. Operations were performed daily and 
many lives were saved. Indonesian and Vietnamese 
physicians, nurses and technicians were exposed to 
new methods in modern medicine, and the American 
medical staff had the rare opportunity to see cases 
they had never seen before. The story of a project 
as unique as this, however, cannot be told in adding 
up the year’s statistics—the number of patients, the 
operations, and the classes held. 


When the S.S. “Hope” sailed through San Francis- 
co’s Golden Gate in September 1960, no one on board 
knew exactly what to expect upon arrival in Dija- 
karta, Indonesia. Lectures on the customs of the 
country and language classes were held daily to give 
the staff some understanding of the people with whom 
they. would be working for the next seven months. 
The reception by the Indonesian people to the 15,000- 
ton medical ship was heartwarming indeed. An Indo- 


~ Charlotte Roller, formerly an er ee on the staff of 
HOSPITALS, J.A.H.A., served as one of the f medical secretaries 
aboard the > hhospital-teaching ship S.S. “Hope” during its year- 
long tour of Southeast Asia. 
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of the maiden voyage 


by CHARLOTTE ROLLER of the S.S. ‘Hope’ 


nesian physician summed up his feelings in one short 
phrase, ‘“We’ve waited so long to go to America and 
now you’ve come to us.” 

The hospital aboard the “Hope” consisted of four 
adult wards, a pediatric ward and an intensive care 
unit. The average daily patient census in port was 
80-100 patients. For the most part, the census was 
kept to a suitable number for teaching purposes. A 
classroom, located near the operating room suite, was 
equipped with three television sets to enable stu- 
dents and physicians to witness the surgery being 
performed in one of the three operating rooms. The 
ship’s medical library was in constant use by local 
medical personnel. 

The ship’s staff, in addition to physicians and nurses, 
included laboratory technicians, a dietitian, a Public 
Health Service sanitary engineer, a pharmacist, a 
medical maintenance engineer, a dentist and dental 
hygienist, a physical therapist and four medical sec- 
retaries. | 

An American nurse, a native nurse and a secretary 
comprised the admitting room staff. The medical 
records staff consisted of four secretaries—one in the 
administration office, one assigned to admitting, one 
to shore clinic registration and the other in the med- 
ical records office. All records were returned to the 
patient’s local doctor for his use after the ship’s de- 
parture. Duplicates of discharge summaries were 
kept on the ship. 


BANDUNG NURSES COME ABOARD 
Upon arrival in Djakarta, the capital of Indonesia, 


the entire first year class of the Bandung Nurses 
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(LEFT) A corner of one of the nurses’ staterooms aboard the “‘Hope’’. 


unteer teams were flown to the ship on a rotating basis. (RIGHT) One 


The permanent medical staff aboard the hospital-teaching ship included of the classrooms was equipped with closed circuit television, allow- | 
15 physicians, 2 dentists, 25 nurses and 30 auxiliary personnel. Vol- ing viewing of surgery in progress in the three operating rooms. 


Training School came aboard to study and work with 
their American counterparts for the tour of In- 
donesia. The nursing curriculum consisted of 312 
hours of instruction in microbiology, parasitology, 
pathology, anatomy and physiology review, surgical 
nursing, ward administration and English. In addi- 
tion to the Bandung nurses, the “Hope” carried 12 
nurses from Djakarta and Semarang hospitals who 
received practical training in the wards. On comple- 
tion of the course, certificates were presented and 
the nurses received credit at the Bandung school. 
Indonesian physicians also boarded the ship to 
work with American medical personnel, rotating as 
the ship moved through the islands. Djakarta and 
Surabaja have hospitals which are well equipped 
medically according to Indonesian standards. Dja- 
karta, the capital city of Indonesia, boasts a 1000-bed 
general hospital and Surabaja has a 1400-bed general 
hospital. They are staffed with physicians who have 
excellent medical training, many of them having 
studied in Europe or the United States. The main 
need in these cities was for demonstrations of tech- 
niques which the physicians had read about, but had 
never seen performed. After leaving the island of 
Java, and these two most medically advanced cities 
of the republic, however, operations for the most part 
were in areas where eight doctors serve a million 
people and where there are no dentists. 
NATIVES MEET ‘REAL’ AMERICANS 
Throughout the ports of call in the archipelago— 
Djakarta, Surabaja, Bali, Sumbawa, Makassar, Am- 
bon, Bima, Ende (Flores), Semarang, Bandung—the 
ship was welcomed by hundreds of people lined up 
at each dock. Except for Djakarta and Surabaja, the 
people had never seen an American or such a huge 
white ship. “American” to many of them meant 
“movie star”—for American films are shown even 
in the remotest islands. Many times the gratifying 
comment was heard that Americans really are friend- 
ly, warm-hearted people and not all wealthy and 
selfish. Children and adults alike followed the staff 
wherever they went on shore, eagerly showing their 
town and their homes. The “big white ship” was soon 


christened “Kapal (ship) Hopie” by the natives, and 


this name stayed with the ship throughout the island 


tour. 

Since the ship stayed in each port only three to 
four weeks, the patients had to be admitted within 
the first few days if much was to be accomplished. If 
necessary, patients were discharged to the local hos- 
pital for further care. Admitting 20 patients at one 
time was a difficult undertaking, especially with the 
language barrier. Interpreters were made available, 
and with their help the admission process became a 
smooth-running routine. Patients were given identi- 
fication bracelets, charts were made up and the pa- 
tients were assigned to the proper ward. At first it 
was thought necessary to give patients a shower bath 
before admission, with their clothes going to the ship’s 
laundry and a hospital gown substituted. This proved 
to be unnecessary as far as cleanliness was concerned, 
especially since most inpatients came directly from a 
local hospital and in some cases were already wear- 
ing hospital clothes. The additional burden in the 
ship’s laundry also proved to be too great, and this 
procedure was abandoned. 

Medical care usually began the day after arrival 
and continued until the day before departure. The 
25 Indonesian nurses were shy and hesitant when 
they came aboard. All spoke some English, but were 
a little overwhelmed by the strangeness of living on 
a ship and eating American food. Although there was 
an Indonesian kitchen aboard to prepare the food 
to which the patients were accustomed, the physicians 
and nurses preferred to dine with their American 
counterparts, even though it meant a steady diet of 
food that must have seemed very strange at times. 
The “Hope” staff also learned to enjoy Indonesian 
dishes at the many receptions and dinners given by 
local governors, friends and the families of patients. 
A sample Indonesian menu might include rice, vege- 
tables cooked in a very spicy sauce, saté (chicken, 
beef or goat skewered on small sticks and barbecued 
in a hot peanut sauce), krupuk (similar to potato 
chips but made of dried shrimp) and tea or orange 
soda. 

It was amazing to see the difference in the Indone- 
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(LEFT) A pediatric nurse is shown here with some of 


sian nurses when they left the ship in May 1961. They 
were inspired with improvements and new ideas for 
their hospitals, they spoke English quite fluently, they 
were much more outgoing and laughed a great deal, 
and, of course, they had made lasting friendships. 
The need for medical care in Southeast Asia is 
great, especially in the outlying islands of Indonesia. 
Many of the island ports have only one or two doc- 
tors to care for the entire population. The island of 
Sumbawa, 400 miles east of Java, for example, has 
500,000 inhabitants, most of whom are farmers. There 
is no plane service and communication with the out- 
side world is maintained by small inter-island ships. 


HUNDREDS APPLY FOR ‘HOPE’ CARE 


There were two doctors on Sumbawa, a 65-year-old 
German physician and a young Chinese doctor. The 
island’s three hospitals totaled 140 beds, and were 
supplemented by seven polyclinics scattered over 
hundreds of miles of mountainous area. Only two of 
the three hospitals were served by the physicians, 
and the other was headed by a male nurse. There 
were no other qualified nurses on the island. Here, 
the “Hope” program consisted primarily of treatment, 
although training of local midwives and laboratory 
personnel was undertaken. Seven “Hope” doctors 
examined many children who had swollen stomachs, 
disfigured faces, tuberculosis, malaria and open sores; 
_ adults with thyroids the size of bowling balls, eyes 
swollen shut, faces marked from smallpox and lep- 
rosy. The list of applicants for treatment on the 
“Hope” compiled by the local doctor, filled 12 single- 
spaced pages. 

Eight operations were scheduled for the morning 
after arrival, which was the absolute maximum for 
the three operating rooms aboard the “Hope”. An 
outpatient clinic was set up in an unused warehouse 
at the dock, and some of the “Hope” laboratory tech- 
nicians moved into a tent on the beach to perform the 
necessary laboratory work for the clinic. The ship’s 
motor launches plied between ship and shore hourly, 
carrying staff and patients back and forth. One farmer 
walked 120 kilometers to be treated on the ship. 
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sian patients aboard the ship. One tangible result of the ship's visit is 
a new orthopedic readaptation center for children in Viet-Nam. A local 


deck. Members of the stoff, 


physician was trained by “‘Hope”’ 
to continue operation of the cen- 
ter after the ship departed. (TOP, 
RIGHT) Three “‘Hope” nurses make 


; 


Charlotte Roller (foreground), a 
medical secretary aboard the 5.5. 
“Hope”, and other staff members 
enjoy a few minutes of relaxation 


who worked six days a week, re- 
ports for recreation and rest. 
(BELOW) A “Hope” oral surgeon demonstrates a new operating tech- 


nique to an Indonesian surgeon in the dental clinic on the ship. Many 
patients who came aboard had never seen a dentist. 


The people of this island—as on all the islands the 
ship visited—showed their deep appreciation by in- 
viting staff to their homes, presenting gifts of fruit— 
bananas, coconuts, mangoes—or various handmade 
straw items and batik, a colorful, handwoven cotton 
of local designs. A horse race (the local horses were 
about the size of our ponies) and a water buffalo race 
were held in honor of the “Hope”. All the staff had 
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horse races before—but not with six to eight- 


year-old jockeys! The water buffalo race was also 
» Unique. Two water buffaloes were yoked together and 
driven by a man standing on the plow. The race was 
held in a rice paddy, accompanied by much shouting 
and splattering of mud. 


‘HOPE’ ADOPTS ‘MALA’ 
One patient that the “Hope” staff will always re- 
member is Mala, a 13-year-old boy who was brought 


aboard in Sumbawa for removal of a large tumor on 
his back. With the permission of his father and phy- | 


sician, he remained aboard for three months—the 
time needed for final skin grafts and convalescence. 
Mala became a great friend of all the staff and crew, 
studied English daily and eventually helped the staff 
by carrying messages from the laboratory to the 
wards. When the ship returned to Bima, in eastern 
Sumbawa, his father was there to meet him. “At 
first,” he said, “I didn’t know my own son. You have 
addéd two inches to him, many pounds, and, of 
course, he is now a well boy, straight and erect. I 
can never thank the ‘American people enough for 
this.” “Wiping away his tears, he smiled and shook 
hands with every “Hope” staff member he encoun- 
tered, kissing them on the cheek in the Islamic man- 
ner. “Mala tells me he wants to go to America with 
you,” the father told the “Hope” physician, “and I 
hope and pray that some day he may win a scholar- 
ship to a school in your land.” When Mala left the 
ship, he received a salute from the ship’s whistle— 
an honor that was usually reserved for farewells to 
rotating doctors. 

Throughout Indonesia, transportation and commu- 
nication were the biggest problems encountered. 
Planes between the outer islands were infrequent and 
schedules undependable. This caused much delay in 
the arrival of rotating doctors. Needed supplies were 
also delayed, or sent from island to island before 
reaching the ship. Also, although perhaps not as im- 
portant, the infrequency of mail from home was diffi- 


' cult on the staff’s morale. There was, however, a 


“ham” radio on board that was operated by the ship’s 
chief radio officer. Through the courtesy of the Indo- 
nesian government the ship was allowed to operate 
the radio during most of the island stops. A thought- 
ful San Francisco “ham” operator awaited the ship’s 
signals every morning, and by means of a telephone 


hookup, staff members were able to talk to their fam- 


ilies halfway around the world. 

The lack of a hospital public address system on 
board the ship was a major problem. Although there 
was an announcement system from the ship’s bridge, 
no one was there full-time, and no one could be 
spared from the medical staff to perform this duty. 
In Saigon, however, many American women living in 
the area volunteered to work on the ship, and they 
assisted in the task of announcing messages and 
locating staff members. 


FACHLITIES INCLUDE ‘IRON COW’ 


An important facility on the ship was the plant for 
reconstituting powdered milk. Fresh whole milk is 
not generally available in Indonesia. This milk plant, 


- Indonesia’s outer islands. 


donated to the “Hope” and dubbed the “iron cow’”’, 
produced enough milk and ice cream for the entire 
ship’s complement, and cartons of milk were sent to 
local hospitals and mother-and-child health centers. 
Many tons of powdered milk were also given to these 
local centers. 

Because of local political tensions, the ship’s visit 
to South Viet-Nam was confined mainly to the city 
of Saigon—‘“The Paris of the Orient”. Several “Hope” 
medical teams did, however, visit outlying towns, in- 
specting hospital facilities and performing operations 
with the local doctors. Daily clinics were held at the 
City Hospital to screen patients to be brought on 
board the “Hope”. About 25 American physicians 
were on board in Saigon, where the local doctors’ 
needs mainly concerned specialty services. 

The modern city of Saigon, with its many hotels 
and tourists, was in sharp contrast to the villages of. 
Saigon has eight well 
equipped hospitals, but there is still a need for train- 
ing in new laboratory techniques, in instituting sterile 
techniques, especially in the operating rooms, and in 
more efficient ward management. Thus, the hospital 
ship’s program in Saigon was essentially the same as 
in Indonesia. Vietnamese interns, residents, doctors, 
nurses and laboratory personnel came aboard daily 
to observe and work along with the American per- 
sonnel. Medical conferences, lectures and movies were 
all part of the academic program. Through the efforts 
of a “Hope” specialist, Norman Hoover, M.D., Mayo 


- Clinic, Minneapolis, an orthopedic readaptation cen- 


ter for children was opened and a local physician 
trained in the newest techniques to enable him to 
continue operation of the center after the “Hope” de- 


Ibu Sukarno Hospital, Djakarta, was completed in 
1961 and the Indonesian government requested Proj- 
ect Hope to assist in staffing it. It is planned to have 
“Hope”-trained nurses teach and work at this hospi- 
tal. The project also plans to station American doc- 
tors at the hospital on a rotating basis. 


THOUSANDS VIEW AMERICANS AT WORK 


As the year progressed, thousands of visitors toured 
the ship to get a glimpse of America and Americans. 
Tours were scheduled for certain days only, since 
the ship was not designed merely as an exhibit. In 
most of the Indonesian ports, the shower baths, water 
fountains, elevator and milk machine held special 
fascination to the visitors as marvels of America. Any 
souvenir, usually an autograph of a staff member, was 
highly valued. 

The presidents of both republics also visited the 
“Hope”, toured the wards and expressed their appre- 


_ciation of the project’s work. In the course of the 


staff’s daily activities, they met many “average” peo- 
ple—as well as medical groups or government offi- 
cials. 

The fact that the staff of the “Hope” left their 
homes and jobs in America to devote their time and 
efforts to the welfare of the people of Southeast Asia, 
strengthened the bond of friendship between nations 
and, hopefully, made a fine and lasting impression 
of America. 
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Organizing a dental service 

We would like information on the 
formal organization of a hospital de- 
partment of dentistry. We have six 
dentists on our staff. Should oral sur- 
gery and dentistry be organized sep- 
arately? On what basis should the 
chief of service be selected? Should 
board certification be a requirement 
for those granted staff privileges? 


With only six dentists on the 
staff, it would not be practical to 
have separate departments of oral 
surgery and dentistry. The depart- 
ment would be under the most 
qualified practitioner, probably an 
oral surgeon. The director of the 
dental services may be a board 
man, board eligible, or a general 


practitioner in dentistry. It must | 


be remembered that a chief of 
service is not necessarily that per- 
son who is best qualified profes- 
sionally. In other words, the chief 
of service, besides scientific acu- 
men, must have qualifications in 
the area of leadership, conscien- 
tiousness and administration, inas- 


much as these three play a con- 


‘siderable role in the activities of 


a successful chief of service. 

It is realized that board certifi- 
cation, or membership in specialty 
societies, both in medicine and 
dentistry, is a goal to be sought 


~ but it is not necessarily the “end 


all” of practice. It is believed that 


each applicant for privileges on the 


staff .of a hospital should be prima- 
rily judged on his training, expe- 
rience and demonstrated compe- 
tence. | 
Should your professional staff 
and board of trustees wish to con- 
form to more strict regulations 


concerning practitioners who are 


not formally qualified, that, of 
course, is up to the individual in- 
stitution.—J. R. ANDERSON, M.D. 


Deferment of hospital 
personnel 


We would like some information 
about deferments from active military 
service for essential hospital personnel 


who are likely to be drafted. We would 
also like similar information about . 
essential hospital personnel who have 
reserve status in the various branches 
of the Armed Forces. 


First, let me point out that per- 
sonnel who are likely to be drafted 
and personnel who have a reserve 
status fall into different categories, 
so we shall treat them separately. 

Essential hospital and medical 
personnel who may be drafted 
must settle their eligibility for de- 
ferment at the local level; that is, 
with their respective local draft 
boards. 

The Universal Military Training 
and Service Act, Section 6 (h), 
permits the deferment of persons 
who are considered essential to the 
“national health, safety and inter- 
est”. The regulations provide that 
the local board has the responsi- 
bility for determining who shall be 
deferred because of civilian activi- 
ties. 

The regulations also recognize 
that it is “in the national interest 


with Tray-Cover that positions for many uses... 


Tray unit completely covers bottom truck 
compartment and provides tray capacity. 


Rugged plastic construction with exclusive Rubbermaid sanitation and utility 
features. Full 6 bushel capacity. No corners or seams to catch dirt, easy to clean 
(steam cleanable). Unbreakable, rust-proof, dent-proof. Sturdy, heavy duty, yet 
lightweight for easy handling. Silent, too—can’t mar or scratch walls and furni- 
ture. Ideal for fresh or soiled linen—accepted for food handling—handy for waste 
collection. Long, economical service life that is setting new standards for material 
handling of all kinds. Catalog available on complete line of trucks and liners. 
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access to bottom truck compartment. 
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and of paramount importance to 
our national security that civilian 
activities which are contributing to 
the national health, safety and in- 
terest should be disrupted as little 
as possible’’ consistent with the 
purpose of the Act. 

Under the regulations, any reg- 
istrant may be deferred ‘‘whose ac- 
tivity in research, or medical, sci- 
entific, or other endeavors is found 
to be necessary to the maintenance 
of the national health, safety or in- 
terest’”’. 

Deferment on this basis, how- 


ever, will be granted only when 
all of the following exist: (1) “‘the 
registrant is, or but for a seasonal 
or temporary interruption would 
be, engaged in such activity’; (2) 
“the registrant cannot be replaced 
because of a shortage of persons 
with his qualifications or skills in 
such activities’; (3) “removal of 
the registrant would cause a mate- 
rial loss of effectiveness in such 
activity”. 

Hospitals should make it a prac- 
tice to know the draft classification 
of their employees and _ should 


A NEW SYSTEM FOR HANDLING 
PATIENT TRANSFERS WITHIN | 
YOUR PHOSPITAL 


* Patients are comfortable at all times 


movement 


injury is reduced 


% Folding feature permits 
_ quick, easy storage in 


a minimum of space 


No more litter changes . .. No more 
delays. This versatile new Stryker 


Stretcher handles your patient a 


transfers in one smooth, 

efficient operation. Patient 

and stretcher are lowered onto a 
portable folding base and remain 


there, even during examination and X-ray! 


Light weight aluminum construction (unit weighs 


only 29 Ibs. complete ), locking cast- 
ers, and corner handles make it easy 
to move from place to place. Water- 
proof nylon cover gives comfortable 
support without pad. 


See how easily this new Stryker 
Stretcher solves your patient han- 
dling problems. Ask for one on 
30 day trial. 
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make it a practice to keep the local 
board informed of anything that 
would affect such classification. 
Draft board files should contain a 
current description of a draft-sub- 
ject employee’s job and current 
information to show why he is es- 
sential to hospital operation. 

Now, as to members of reserves: 
An individual in the “Ready Re- 
serve” may be called up without 
regard to his civilian occupation. 
Under the Armed Forces Reserve 
Act of 1952 and a 1956 Executive 
Order of the President, a program 
for screening “ready reservists” has 
been operating. Under this pro- 
gram, the military services have 
been required to screen their 
‘fready reservists’? who are en- 
gaged in a “critical civilian occu- 
pation” with a view to transferring 
them to a “standby reserve’. This 
screening process is still in effect 
for units and individuals not alerted 
for active duty. The screening 
process terminates for any unit or 
individual when an alert for active 
duty has been received. 

Whether a hospital employee is 
in a “critical civilian occupation” 
can be determined by referring to 
the “List of Critical Occupations” 
issued by the Department of Labor. 
However, a “critical military occu- 
pation” will take precedence over 
a “critical civilian occupation” in 
determining the reserve status of 
any hospital employee. The De- 
partment of Defense will not go 
beyond this “List” in determining 
anyone’s 

—SELMA M. LEVINE 


Social service departments 


Please send information on devel- 
opment of a hospital social service 
department. 


The American Hospital Associa- 
tion publication titled Essentials 
of a Social Service Department in 
Hospitals and Related Institutions 
(1961, 18 pp. 60 cents) describes 
the objectives and function of so- 
cial service, and various adminis- 
trative considerations in the es- 
tablishment and development of 
the department. This publication 
was prepared by the Joint Com- 
mittee of the American Hospital 
Association and the Medical Social 
Work Section of the National As- 
sociation of Social Workers. 

—HELEN MCGUIRE 
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MORE PHARMACY SPACE 


COMPACT Storage CABINET 
TAKES NO MORE ROOM YET 
TRIPLES STORAGE SPACE! 


out wasting an inch. Keeps your hospital supplies a 
easy to see...easy to reach. x 
As illustrated above: McKesson COMPACT Storage © 7 
CABINET, #100, is 35” wide, 16” deep, and 30%” 


With the exclusive McKesson & Robbins COMPACT 
CABINET you control every inch of space. Movable 
and interchangeable trays adjust easily within the 
cabinet. Other trays fit on the inside of the wide 
swinging doors to put to work all the interior space 
which is wasted in ordinary cabinets of comparable 
size. This new flexibility more than triples the 
McKesson COMPACT CABINET capacity by meet- 


high. It comes with 20 adjustable steel trays with ; 


transparent plastic leading edges for greater visibil- 
ity. This space-economizer can be used as a wall hang- 
ing unit or part of a complete installation. A floor 
standing combination consisting of two COMPACT 
CABINETS—one with a finished top, the other (#110) 
a center section, and a base (#120) with drawers 
35” wide, 16” deep, and 22%” high—provides a space- 
saving 82%” high unit. 


ing a wide range of storage space requirements with- 


MAGAZINE Space Saver DISPENSER 
stores four times more in the same space! 


q@as ILLUSTRATED: Wall assembly McKesson MAGAZINE Space Saver DISPENSER 


with 30 fiberciese-teltieenaaies. “= gravity feed, inclined trays, gives you con- 
tic trays. The cabinet is 35” wide, trol of four times the usual number of fast-moving, 


16” deep, and 474" high. A CUP- prepackaged pharmaceuticals. Easily movable parti- 
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avaitahie= tions, a variety of trays and a step shelf at the top 


they provide a complete unit 35” permit storage of a wide range of sizes and shapes. 
wide, 16” deep and 82%” high. , 


Ri FOR FURTHER INFORMATION 


Hospital Department, McKesson & Robbins Inc. 
155 East 44th Street, New York 17, New York 


Please send further information about Hospital 
Pharmacy fixtures and planning services. 


Serving America’s Hospitals... 
M°NESSON ROBBINS 
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NOW — postoperative analgesia usually means early 


mobilization, faster recovery and fewer complications. 


Before prescribing be sure to consult 
Winthrop’s literature for additional 
information about dosage, possible side 
effects and contraindications. 
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Alvodine is the new Winthrop analgesic that is as 
effective as morphine in relieving postoperative 
pain. However, it allows the patient to be alert 
sooner, to move about sooner and to cooperate 
sooner because only rarely does it cause drowsi- 
ness or undue sedation. 


Clinical results in over 3000 patients showed 
Alvodine to be a real advance in the relief of pain 
—closer to “pure” analgesia than any drug yet 
developed. 

deCiutiis* says of Alvodine: “We believe that all 
surgeons and anesthesiologists will welcome a 
drug that when properly used in the postoperative 
period will give pain relief without so markedly 
depressing the patient that the recovery time is 
lengthened and the incidence of postoperative 
pneumonia and atelectasis increased.” 

With Alvodine, respiratory and circulatory depres- 
sion are rare; nausea and vomiting are uncom- 
mon. Alvodine does not cause constipation. 
Alvodine ampuls of 1 cc. contain 20 mg. Usual 
adult dose: from 0.5 to 1 cc. by subcutaneous or 
intramuscular injection every four hours as 
needed. Also available in scored tablets of 50 mg. 
for oral administration. Narcotic blank required. 


*deCiutiis, V. L.: Evaluation of 


Alvodine: a new narcotic analgesic, , 

a double blind study, Current Res. 

Anesth. & Analg., 40:174, March- sew Vert 18, 

April, 1961. 

Alvodine (brand of piminodine iene trademark reg. U.S. Pat. Off. 
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Comfort 
for All 


who come 
in contact with 


Odorous 
Disease 


The patient—the nurses—the doctors—the 
family — the visitors—all suffer. 


YET THEY NEED NOT. Airkem brings 
comfort and relief for all. 


The most obnoxious stench from cancer, 
colostomy or gangrene can be quickly and 
completely counteracted by Airkem Gold 
Label, one of the Airkem family of odor- 
counteractants. The odor, no matter how 
Overpowering, is dispelled, counteracted 
by chemical opposites. No heavy perfumes 
or chemical smells are added. The odor 
vanishes —it is gone. An air-freshened 
effect is created, nothing else. 


Gone with the odor is the mental burden 
on the patient. Gone are the harrowing 
effects on those who attend or visit. Gone 
too, is the necessity of isolation. The pa- 
tient may be returned to ward care, and 


a bed thus freed for a critical case. Every- 


one concerned will be deeply grateful for 
the Airkem Gold Label procedure. Ask 
your nearby Airkem representative for a 
free demonstration. 


John Hulse, Airkem, Inc. Dept. 4-12 | 


: 241 East 44th St., New York 17, N. Y. | 


Send details on FREE introductory offer 
and full information on how Airkem Gold 
Label can solve odor problems due to 
cancer, colostomy, gangrene. 


and ideas 


Care of sick children illustrated by exhibits 


“Nurse-Scope”, a series of ex- 
hibits on various approved meth- 
ods of caring for infants and chil- 
dren at the Hospital for Sick 
Children, Toronto, Ont., proved to 
be a stimulating means of provid- 
ing inservice training for nurses. 

The need, the planning and the 
execution of this project were set 
forth in an article by Patricia S. B. 
Anderson, supervisor of inservice 
education for the graduate staff at 
this pediatric hospital, in The Ca- 
nadian Nurse, August 1961. 

The problem, as stated by the 
inservice education committee, was 
the following: “How can we orient 
quickly and in an interesting man- 
ner, general duty graduates who 
have had a variety of experiences 
in pediatric nursing?” 

After the initial plans were de- 
fined, the general duty nurses took 


over the details of preparing the 
exhibits. Using paints, brushes, 
scissors, cameras and dolls, these 
nurses displayed talents as artists, 
organizers and educators. 

A series of exhibits from the 
various nursing units was pre- 
sented in the conference room of 
the hospital for three successive 
weeks, with nurses furnishing brief 
commentaries about each nursing 
situation illustrated. At one ex- 
hibit the inhalation therapist dem- 
onstrated new as well as familiar 
equipment in her field. The exhibit 
of the ‘‘play ladies’’ interpreted 
their role in helping the nurse meet 
the social and emotional needs of 
children in the hospital. Other ex- 
hibits showed new equipment and 


approved methods of treatment. 


‘Because of community interest 


NURSES DEMONSTRATED methods of caring for sick infants and children at ‘‘Nurse-Scope’’, a 
series of exhibits presented at the Hospital for Sick Children, Toronto, Ont. 
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BARD-PARKER> 
STERILE BLADES 


NOW you can take your choice between tradi- 
tional B-P RIB-BACK carbon steel or new 


stainless steel blades. Both are available in a 


puncture-resistant, easily opened package... Whichever you choose 
both assure you of maximum cutting efficiency Its 

every time. 


BP) BARD-PARKER COMPANY, INC. 
BP  DANBURY. CONNECTICUT 


A DIVISION OF BECTON, DICKINSON AND COMPANY 


BARD-PARKER B-P RIB-BACK IT’S SHARP are trademarks 
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When it comes to building a 
broader base for projecting the 
image of the hospital serving total 
community needs, Hospitals and 
Trustee can fuel your imagination 
... Hospitals from the administra- 
tive viewpoint and Trustee in the 
areas of governing board policy. 
Hospitals, J.A.H.A.—$12/3 yrs., 
$9/2 yrs., $5/1 yr. Trustee —$3/yr. 
for members; $4/yr. for all others. 
Add $1 per year for every Pan- 
American or foreign subscription. 
Mail your order today to the 
American Hospital Association, 
840 North Lake Shore Drive, Chi- 
cago 11, Illinois. 
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in the displays, staff members from 
all hospitals and public health 
nursing agencies in the area were 
invited to attend. Thus, in addition 
to providing training for its own 
staff, ““Nurse-Scope”’ benefited pub- 
lic health nurses and nurses from 


pediatric units in general hospi- 


tals, and the cause of better nurs- 
ing care for children was advanced 
throughout the community. 


Coffee constitutes public 
service on New Year’s Eve 


An unusual way for hospital per- 
sonnel to save lives by preventive 
measures is the New Year’s Eve 
Coffee Bar to be offered on the 
grounds of the Maumee Valley 
Hospital, Toledo, Ohio. To attract 
motorists returning from an eve- 
ning of festivities, a large spot- 
lighted sign, measuring 3 by 20 
feet, will extend an _ invitation, 
“Have One for the Road... Have 
a Coffee—Free”. 

The coffee bar offered on New 
Year’s Eve last year met with such 
success that it is being repeated 
this year. Local newspapers, radio 
and television stations carried in- 
formation on last year’s event dur- 
ing the week preceding New Year’s 
Eve. 

The equipment for this new 


type of public service was obtained 
partly from the hospital and partly 
from local organizations. A tent 
was set up by an explorer troop 
of the Boy Scouts. Gas lanterns to 
light the party scene and blinkers 
at the curb to caution motorists 


and attract attention to the coffee 


bar were furnished by a local gas 
company. A television set and 
two lighted Christmas trees were 
brought from the hospital. 

The coffee bar was a project of 
the hospital’s public relations de- 
partment. Louis E. Gordon, assist- 
ant administrator, commented that 
although some of the 125 persons 
who took advantage of the coffee, | 
doughnuts and jelly rolls served 
last year ‘‘showed evidence of 
over-indulgence’’, no special prob- 
lems were encountered. He ob- 
served, “Since curb service was not 
in the offing, all who stopped had 
to leave their automobiles to get 
a cup of coffee. Combined with the 
crisp, cool air, the coffee, in most 
instances, served to sharpen their 
over-all perception.” 

Last year the coffee bar closed 
at 4 a.m. This year the closing 
hour will be extended to 5 a.m. 
Hospital personnel providing this 
service last year observed that the 
acuteness of the need for coffee 
and fresh air was directly related 
to the passage of the hours. s 


FREE COFFEE and friendliness were offered at.a New Year's Eve Coffee Bar on the grounds of 
the Maumee Valley Hospital, Toledo, Ohio, last year. Because of its success, this event will be 
repeated this year. 
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4 hours of chart 
always visible 


Function identified 


BODY FUNCTION RECORDER CHART NO. 305666 


a by letter and color 


= 


DENVER, COLO. 


easurement cycle | 
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HONEYWELL REG.co, 


For constant, reliable patient surveillance... 


Specifically designed to monitor the condition of crit- 
ically-ill and post-operative patients, the Honeywell 
Body Function Recorder automatically measures and 


records changes in body temperature, pulse rate, res-. 


piration rate, systolic and diastolic blood pressure. Med- 
ical authorities familiar with the special requirements 
for intensive care agree that the relative behavior of 
these physiological functions provides an accurate pic- 
ture of the patient’s overall condition. 


Among the many other important. features of this 
unique instrument are these: 


Unitized Headpiece: The only parts of the instrument 
to come in contact with the patient are within or are 
attached to the cushioned headpiece, fitted to the pa- 
tient in less than a minute. All wires are contained in a 
single cable which provides quick connect or disconnect 
and exceptional patient mobility. 


Alarm System: As each function is measured, it is com- 
pared to upper and lower limits pre-set according to the 
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Paper record easily 
removed for filing 


depend upon the Honeywell Body Function Recorder 


doctor’s instructions. Passing these limits actuates ap- 
propriate alarms. 


The Honeywell Body Function Recorder thus releases 
the nursing staff to perform uniquely human tasks. At 
the same time, it provides a tireless continuity of ac- 
curate patient surveillance that is actually beyond hu- 
man capabilities. | 


The components of the Body Function Recorder are 
designed for central station installation as well as bed- 
side monitoring of individual patients. 


For complete information, contact Minneapolis-Honeywell, 
Electronic Medical Systems, 5200 E. Evans Ave., De 
22, Colorado. 


Honeywell 
Medical 
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Armour and 
announces truly effective 


germicide cleaner 


extensive laboratory 


against eight leading 
Armosol out-cleans the 


germicide! 
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the result of four years of exhaus- 
tive research, is a liquid synthetic cleaner and 
disinfectant that kills bacteria and deodorizes 
as it cleans. Armosol is particularly designed 
for hospital and institutional use where bac- 
terial and fungal control are of prime concern. 
Eight nationally advertised products of the 
Armosol type were thoroughly tested and com- 
pared with Armosol. The best cleaner of these 
fell far short of Armosol’s efficiency. The best 
germicide was considerably less effective. 


How it is used: 


Armosol effectively cleans, sanitizes and de- 
odorizes using the ordinary cleaning techniques, 
sponge, mop, floor machine, spray or flood. 
Armosol is also useful for cleaning refrigerators, 
stoves and other equipment as well as in the 
preliminary cleaning of surgical instruments. 


It is economical: 
Armosol is odorless, readily soluble in both 


hard and soft water, non-staining, andis gentle — 


to hands. It does three jobs at once—cleans, 
sanitizes and deodorizes. At the recommended 
concentration of 114 ounces per one gallon of 
water, Armosol will clean and sanitize approxi- 
mately 1500 square feet of surface. One gallon 
of Armosol makes 85.3 gallons of solution, or 
enough to clean about 127,950 square feet at 
an average cost per day of 1%4¢ per patient. 


Environmental Sepsis Control: 


Armosol, together with Dial Bar, Dial (Hexa- | 


chlorophene) Surgical Liquid Soap, and Velva- 
Soft-G (anti-bacterial fabric finish) for all laun- 
dered linens, now helps provide a practical 
program for environmental sepsis control in 
hospitals and institutions. 

For technical information please write: B. J. 
Augst, Manager, Industrial Soap Division, 
Armour and Company, 1355 West 31st Street, 
Chicago 9, Illinois. 


ARMOUR AND COMPANY 
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“In vitro” tests demonstrate Armosol’s extraordinary effective- 
ness. The untreated plate above shows profusely growing Staphy- 
loccus before treatment. The second plate clearly shows the 
complete inhibition of growth of S. aureus after application of 
Armosol at recommended use dilution. 


Phenol coefficient: Using the A.O.A.C. Phenol Coefficient Method 
(revised— 1955) Armosol has a guaranteed minimum rating of 14 
against S. typhosa and 25+ against S. aureus. Although newer 
tests have revealed that the phenol coefficient alone is not an 
adequate criterion of disinfection, Armosol’s rating is superior 
to any of the eight leading similar products. 


Other tests: Using the Use-Dilution Confirmation Test (1953) 
which measures the kill at actual use levels, Armosol showed 
complete kill at 1:80 dilution against the test organisms, S. 
choleraesuis and S. aureus. The Chambers/Weber & Black Hard 
Water Tolerance Test (1958) was also used. Armosol destroyed 
99.999% of these bacteria in water with a hardness of 500 ppm 
at the same dilution—and in just 30 seconds! 


INDUSTRIAL SOAP DIVISION 
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The Memorial Hospital in Wilmington, Delaware, with a 354-bed capacity 
treats over 31,000 patients yearly. Equipped with such facilities as the 
constant x-ray operating room pictured here, ultrasonic cleaning appa- 
ratus and one of the few radioisotope centers in the Middle Atlantic 
States, Memorial Hospital stands ready to serve every need in the heart 
of the great urban and industrial complex of the Delaware Valley. 


Mr. Robert Simons, Director of Pharmacy Service, Memorial 
Hospital, shown dispensing a prefilled TUBEx Sterile Cartridge- 
Needle Unit. In addition to his role as Director of Pharmacy 
Service, Mr. Simons—as one of the founders of the Poison 
Information Centers—is also kept busy promoting this work 
not only in Wilmington but across the nation. 


A Contribution to Modern Hospital Management 


Mr. Simons comments: TuBex Closed Injec- 
tion System has been introduced into and is now 
being used in every department of our hospital. Of 
the 169,000 injections given annually here at Memo- 
rial Hospital approximately 50% are in TUBEX using 


either the prefilled cartridges or the empty graduated 


TuBex Sterile Cartridge-Needle Units. 


“This move to TUBEX was made only after a nurses’ 
committee, acting upon the suggestion of our phar- 
macy committee, had carefully studied and recom- 
mended its adoption. We feel that the TuBEx sys- 
tem is the injection program most in keeping with 
the rigid quality and sterility requirements of good 
hospital management which we must maintain.” 


_ 


TUBEX®, Sterile Cartridge-Needie Unit, Wyeth 


= 


TUBEX®, Hypodermic Syringe, Wyeth 


TUBEX 


Closed Injection System, 
Wyeth 
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editorial notes 


Guest Editorial 


—‘keep clearly in focus’ 


ioe AGE in which we are living 
is in such a rush that there 
is little time for reflective think- 
ing. Some even say that to stop 
and ponder is a sign of succumbing 
to the erosions of time. Perhaps 
we need more reflection and less 
rush. The 63rd annual meeting of 
the American Hospital Association, 
held recently in Atlantic City, 
N.J., afforded an occasion for a 
little reflective thinking on the 
changing hospital role and empha- 
sis over the last few decades. 


Antibiotics have changed the 


practice of medicine and affected 
hospital admissions, therapies, 
nurses’ duties and length of pa- 
tient stay. Tranquilizers have al- 
tered the course of psychiatric 
care. The prevalence and accept- 
ance of health insurance and the 
birth of Blue Cross and Blue 
Shield have contributed in a major 
manner to solving the problem of 
making hospitalization available to 
the masses. The social evolution of 
the age and a greater recognition 
that we are our brothers’ keepers 


gives promise of an even more 


complete solving of the problem. 
We are now addressing our- 

selves to the problem of .planning 

for the care of an aging population 


as life expectancies continually 


lengthen, This is cause for rejoic- 
ing, for it speaks of hope and savors 
of the triumph.of science over dis- 


ease. Our jubilation may be pre- 


mature and short-lived, however, 
for as our committees consider 
ways of caring for the aging and 
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for an extended life expectancy, in 
adjoining rooms we also have com- 
mittees studying ways and means 
to prepare ourselves for the care 
of mass casualties incident to our 
mad race toward mass suicide. 
The sober lesson is brought home 


that our triumph over microbes 


has not been paralleled by a tri- 


-umph over the base, the selfish, 


the venal, the contumacious and 
the ignoble in man. Embarrassedly 
we pause to ponder whether we 
are making real progress in con- 
troling these elements in our own 
nation, our institutions, our hospi- 
tals and in our own lives, Perhaps 
we in the hospital field have not 
accepted our share of the great 


responsibility not only to help 


make longer lives but also to help 
make better lives. 

No one can attend the annual 
meeting of the Association today 
without being impressed by the 
tremendous amount, extent and 
variety of mechanical equipment 


- now available in the hospital field. 


Patients’ bodily reactions may now 
be continuously measured electri- 
cally and automatically recorded; 
public opinion may be molded me- 
chanically; communication meth- 
ods have been refined; accounting 
methods have been mechanized; 
statistics are automatically proc- 
essed; the weather within the hos- 
pital and within the patient’s room 
becomes a matter of election and 
of numbers on a dial. Now we can 
even clean our teeth with an elec- 
tric toothbrush. It will not, so far 
as I know, kill bacteria, prevent 
bad breath, improve social status 
and assure a happy marriage, or 


help small children read and write 
in school, but doubtless someone is 
presently working on such a proj- 
ect. 

This, however, poses a question. 
Have we oversold ourselves on 
gadgets and mechanical devices? 
Is there a hazard of a wrong equa- 
tion of values? Technical advance 
there must be. The remarkable 
scientific developments of our age 
have resulted in lifting the load 
of drudgery from the backs of hu- 
manity to a great extent. It has 
shortened the weekly hours of 
labor, multiplied efficiency, length- 
ened life, annihilated distance and 
bequeathed a legacy of leisure to 
mankind. Are we equally certain 
that it has made us better men 
and added in equal proportion to 
human happiness? 

The hospital world must con- 
stantly be on guard lest the multi- 
plication of devices be counted as 
success. A hospital must always 
be mostly people. Its great re- 
sources must be found in motiva- 
tion and dedication and conse- 
cration on the part of its people. 
Automatically administered pills 
and medicaments must never take 
the place of compassion and prayer 
at the bedside. As we advance 
technically, let us use great cau- 
tion lest we mistakenly allow . 
gadgetry to substitute for good- 
ness and gentleness; lest we allow 
devices to replace dedication; lest 
we allow inventions to supplant in- 
terest; lest chrome displace Christ 
Who with small equipment but 
great dedication became the great 
physician. 

We need more careful planning 
for disaster; a more critical analy- 
sis of the quality of medicine that 
is practiced within our portals; 
stricter rules for accreditation; 
disposable syringes; better work- 
ing conditions; broader insurance 
coverage; punch card systems for 
the analysis of our work; more 
convenient bedside cabinets, and 
every mechanical device that can 
possibly safeguard and extend hu- 
man life. These are all interesting 
and important. Perhaps, however, 
the really important thing is that 
through it all we keep clearly in 
focus just what is important.— 
H. E. RICE, associate secretary, 
Medical Department, General Con- 
ference of Seventh-Day Advent- 
ists, Washington, D.C. 
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OSPITAL and medical economics 
is a comprehensive topic. I 
have chosen it because I believe 
that our goals and purposes should 
be derived in major part from a 
broad understanding of the issues 
involved across a wide front rather 
than be the precipitate of dedica- 
tion always to everyday, technical 
tasks. No key issue in the field of 
hospital and medical economics can 
be viewed effectively as an isolated 
matter, and we are at a stage where 
preoccupation with specific issues 
seriously deflects attention merited 
by others. 

This is the age of complexity 
and complexity’s by-product—spe- 
cialization. While the character of 
this age requires specialization in 
the matter of technical skills and 
branches of knowledge, it does not 
at all follow that understanding 
and comprehension also be com- 
partmented. The contradiction of 
our specialized era is that it de- 
mands more than ever before the 

ability to generalize, indeed, the 
obligation to relate the fenced-in 
compounds of our specialties, one 
to the other and each to the whole. - 

Many of us have neglected this 
obligation, preferring the safer, 
easier task of elaborating, protect- 
ing and expanding our individual 
areas of skill and interest. The na- 
ture: of the voluntary system is 
such that this form of neglect is 
likely to develop into a fatal flaw. 


Walter J. McNerney is president of the 
National Blue Cross Association. 
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This article is the text of an address 
given by Mr. McNerney at the 1961 
annual meeting of the American Hos- 
pital Association, September 27, 1961, 
in Atlantic City, N.J. 


- Lacking a rigid hierarchy, volun- 
tary effort demands a particularly 
sophisticated appreciation of the 
whole as well as its parts, aggres- 
sive action as well as self-negation. 


1. ORGANIZING AND FINANCING HOSPI- 
TAL AND MEDICAL CARE 


Voluntary efforts have supplied 
most of the patient care in this 
country. Yet our total system of 
hospital and medical care is es- 
sentially a partnership between 
voluntary methods and _ govern- 
ment. 

Government has always been 
involved in local hospital care. 
Whether a community set up a 
nonprofit corporation or a govern- 
ment unit was often an accident of 
leadership or of an environmental 
factor which favored one or 
another expediency in the matter 
of obtaining funds. 

All levels of government—local, 
state and national—have acted tra- 
ditionally to close gaps, support es- 
sentials and protect the public 
against disease. Either by provid- 
ing care directly or purchasing it 
from voluntary sources, govern- 
ment has provided health care to 
indigents, Indians, veterans, sol- 
diers, prisoners, aliens, the tuber- 
culous, mentally ill, aged persons, 
the crippled and disabled, alco- 
holics, dependent children and 
many others. Government activity 
in the field of public health, (i.e., 
environmental sanitation, vital sta- 
tistics, maternal and child health), 
which affects everyone, is vast. 

Besides the spending of money 
(it is estimated by the Department 
of Health, Education, and Welfare 
that almost one-fourth of the na- 
tion’s total health bill is paid by 
the government), the government 
is active also in regulatory ways, 
determining tax exemptions for 
hospitals, the powers of hospital 
governing boards, licenses to prac- 
tice medicine, lability and many 
other factors. 

The landscape of hospital and 
medical economics, therefore, 
should include the sizable sector 
already occupied by government. 
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Government is very much in the 


health business. 


THE VOLUNTARY SECTOR 


What makes up the voluntary 
sector? 
_ Unlike government effort, volun- 
tary effort operates under relative- 
ly imprecise charters, fewer regu- 
lations and sketchier boundaries. 
Essentially local in operation, it 
depends upon the inclinations of 
local physicians, dentists, other 
health professionals and communi- 
ty leaders. That there are many 
similarities of form throughout the 
country is due more to the similari- 
ties of the task and its problems 
than to coordination. For certain 
broad purposes, voluntary efforts 
converge in such organizations as 
the American Hospital Association, 
American Medical Association and 
Blue Cross Association. However, 
these national vehicles are note- 


- worthy more for their skill in con- 


taining disparate points of view 
than for their ability to impress 
unanimity of method or opinion. 

The roots of the voluntary “sys- 
tem”, if it can be called that, are: 
patients making choices among 
many physicians and fewer facili- 
ties; physicians attempting to 
maintain their practices by supe- 
rior services; responsible citizens 
conceiving the programs that are 
needed, raising the capital required 
through voluntary contributions 
and obtaining operating funds 
through voluntary sharing of risks; 
and both the professional and pub- 
lic member donating time and ef- 
fort when there is a discrepancy 
between what men of good will 
know has to be done and the 
money available to do it. 

The underlying assumptions are 
that given choices, patients will 
seek better service and thus pro- 


_ vide the incentive for better per- 


formance; that local initiative on 
the part of those affected based on 
intelligent self-interest will pro- 
duce the kinds of services needed 
at a reasonable price; and that 
voluntary free service has been 
and will continue to be the lubri- 


cant that maintains the proper 


level of human compassion in a 
situation menaced by administra- 
tivitis because of its growing com- 
plexity. 

Critics of voluntaryism say that 
normal limitations of free inter- 


action, the lack of perfect knowl- 
edge on the part of the consumer 
(patient) in making his choice and 
the inability of the supply-demand 


complex to adjust quickly to. 


changing conditions are overbear- 
ing disadvantages when measured 
against the paramount considera- 
tion of the nation’s health. 
Advocates claim that the disad- 
vantages are a relatively small 
price to pay for incentives to su- 
perior effort, the attractive “elbow 
room” provided for the recruit- 
ment of professional personnel, and 
the superior inventiveness arising 
from more spontaneous effort. 


FRIENDLY RELATIONSHIP 


The relationship between the 
government and voluntary sectors 
has been, on the whole, friendly. 
Although government has -not at- 
tempted to usurp too many volun- 
tary prerogatives, it has become 
progressively more alert to weak- 
nesses in the voluntary system and 
more prone to move along trails 
blazed by such men as Francis R. 
Smith, the Pennsylvania insurance 
commissioner. * 

Our traditional forms of hospital 
and medical care present a kaleido- 
scopic pattern. In Michigan alone, 
for example, there were 1310 hos- 
pitals and allied institutions in 
1958, some 324 general and special 
hospitals, approximately 504 city 
medical care facilities and nursing 
homes, and around 482 supple- 
mental units such as diagnostic and 
treatment centers, laboratories, 
private duty nursing programs, 
visiting nurse associations, home 
care programs and health depart- 
ments. To this complex must be 
added several thousand separate 
physicians’ offices. The components 
of this complex are linked inform- 
ally, held together mainly by the 
ideas that patient care is important, 
and that a certain level of mutual 
awareness is necessary. 

Yet this system, or the lack of 
it, is vital and productive. It has 
chalked up an impressive record. 

Signs of vitality are seen in the 
rise in life expectancy from 59.7 
years in 1930 to 69.5 years in 1958, 
in the 40 per cent decline of age- 
adjusted death rates, in the drop of 
58 per cent in infant death rates 


*Smith, F. R. Pennsylvania adjudication: 
its intent, results and significance. Hosprt- 
TALS, J.A.H.A. 33:28 April 1, 1959. 
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and in a 95 per cent reduction in 
maternal death rates—all during 
the same period. 

The system has raised the pro- 
portion of the population covered 
by health prepayment and insur- 
ance from 10 per cent in 1940 to 
more than 70 per cent in 1959. It 
has increased by 35 per cent the 
ratio of personal consumption 
health expenditures for medical 
care to total personal consumption 
expenditures, between 1948 and 
1959. 

General acute hospital bed con- 
struction has held its own with 
population growth. Admissions per 
thousand population are up ap- 
proximately 25 per cent. Employees 
per 100 patients are up 53 per cent, 
assets are up 157 per cent and ex- 
penditures up 200 per cent. In 1959, 
approximately 60 per cent of all 
hospitals with more than 25 beds 
were accredited, and the bad debt 
problem was essentially under 
control. 

Health Information Foundation 
surveys show the public holding a 
positive attitude toward hospital 
care and toward their prepayment 
and insurance protection, and phy- 
sicians displaying a more affirma- 
tive position than they previously 
did toward prepayment. 

This is indeed an impressive rec- 
ord. But before we become too 
smug about it, we should reflect 
that the wellspring of this vitality 
is a strong and ascendant economy 
which can afford all these things 
without undue strain. The 250 per 
cent rise in gross national product 
between 1929 and 1959 is the 
cornucopia from which this vitality 
feeds. 


ll. PROBLEMS 


In the early days, the vitality of 
voluntary efforts sparked brash 
new experiments and explosive 
growth. Today, much of this vi- 
tality is expended coping with sub- 
stantive problems. It has yet to be 
seen whether these problems will 
sap our energies or inspire further 
growth. To the extent that these 
problems shake the foundations of 
lethargy, I believe them to be 
healthy. 

The key problems have been 
made rather clear. They are cer- 
tainly not problems of impoverish- 
ment, economic breakdown, or im- 
pairment, they are unlike those 
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faced by many other countries. 
Here are some of them, which if 
not resolved, will force drastic 
changes in our present methods of 
operation: 


1. Population and the Incidence 
of Medical Expense. 


The impact of medical expenses 


is highly skewed. Thorough studies | 


show that the incidence of ex- 
tremely high medical expense is 
almost entirely uncorrelated to in- 
come (in this regard medical ex- 
penses are unique in our economy) 
and fall unequally upon the popula- 
tion—often distressingly upon 
those of low to moderate income. 
The uncertainty of incidence of 
large medical expenses and the ap- 
parent certainty of a modest aver- 
age Over an entire group is, of 
course, the logic for prepayment. 
The problem lies in the fact that 
this logic has not been brought to 
its conclusion, for only approxi- 
mately 25 per cent of the medical 
care total is as yet covered by pre- 
payment or insurance and the fac- 
tors of skewness and unpredicta- 
bility affect all major elements of 
the medical care dollar, not just 
the hospital or the inhospital phy- 
sician. 

The problem hits certain groups 
with particular force. In Michigan, 
for example, our studies showed 
groups at a marked disadvantage. 
These include the indigent aged, 
those aged who are indigent only 
medically, and those aged who are 
simply unable to obtain adequate 
coverage. They also include those 
in the population whose income is 
low either chronically or because 
of temporary unemployment. Our 
present preoccupation with the 
problems of aged care should not 
cause us to overlook the problems 
of those who are unable to get 
group coverages. : 


2. Effective Use of Hospitals. 
The details of the Michigan 


Study* point up misuse of hospi- — 


tals and prepayment. We found 
from 2.4 per cent to 4.3 per cent 
of cases inappropriately admitted, 
(the higher figure when five condi- 
tions “always” admitted are ex- 
cluded). We found understay in 
6.8 per cent of cases and overstay 

*McNerney, W. J., et al. Hospital and 
Medical Economics. This study will be 


ublished in two volumes by the American 
ospital Association in eariy 1962. 


in 9.6 per cent of cases, with 29.4 
per cent of cases not taking full 
advantage of their prepayment or 


‘insurance protection in the form of 
’ procedures. We found that the ab- 


sence of prepayment or insurance 
had marked effect upon the under- 
use or overuse of facilities. When 
the patient alone paid the bill he 
was twice as likely to experience 
understay as overstay. When some- 
one else paid the bill, the reverse 
was true. It was disclosed signifi- 
cantly that misuse of hospitals was 
especially prevalent in smaller hos- 
pitals of less than 50 beds. Other 
studies have shown that patients of 
group medical practice programs 
had lower hospital admission rates 
without reference to underuse or 
overuse. 

All together, the facts point in- 


escapably to a need for hospitals 


to set up more organized pro- 
cedures to ensure better use of 
their facilities. 


3. Health Manpower. 


Emphasis upon facilities has of- 
ten obscured the fact that these 
facilities cannot operate without 
an adequate supply of trained peo- 
ple and that this supply is now 
seriously short. 3 

The number of active physicians 
per thousand population is not 
keeping pace. We need at least 20 
new medical schools just to main- 
tain the 1959 ratio. The distribu- 
tion of physicians also is not ap- 
propriate to state or national needs. 
A similar situation of supply and 
distribution exists for dentists, with 
22 new dental schools required to 
maintain the 1955 ratio. 

The distribution, supply and in- 
deed the very definition of nursing 
is eharacterized by lack of con- 
sensus and imprecision throughout 
the country. The same can be said 
for the paramedical specialties— 
dietitians, dental hygienists, medi- 
cal and psychiatric social workers, 
medical technicians, x-ray techni- 
cians, etc. 


4. Hospital Planning. 


Almost all recent studies have 
highlighted the dire need for better 
community planning of hospital 
facilities for reasons of economy, 
efficiency, convenience to the pub- 
lic and quality. Yet, certainly in 
Michigan, whatever active plan- 
ning exists is mainly directed to- 
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ward general acute beds and very 
little planning for mental care, re- 
habilitation, preventive care, 
chronic and nursing home facilities. 
The planning tends to follow the 
bias of prepayment and insurance 
support rather than an over-all 


determination of need, a somewhat 


self-defeating process in view of 
what is a truism by now that pa- 


tient days per thousand population 
are closely related to the supply of 


beds. 

Nor is the question of quality 
being given the attention it re- 
quires. One survey of accreditation 
in Michigan found 41 per cent of 
hospitals and 14 per cent of beds 
unqualified; with 10 per cent of 
hospitals and 3 per cent of beds 
hopelessly below standards. 


5. Prepayment and Insurance. 


Prepayment and insurance, the 
economic bridge between provider 
and consumer in health care, faces 
problems too numerous and com- 
plex for detailing here. Not the 
least of these is the interaction be- 
tween unqualified experience rat- 
ing and community rating, which 
in some areas is disadvantageous 
to some groups and is making them 
particularly vulnerable to govern- 
ment action. Concentric to this 
problem are many others, such as 
the need for better education and 
communications with groups and 
subscribers, the need to know a 
great deal more about the factors 
affecting high use and the need for 
a better understanding of the value 
of indemnifying provisions in con- 
tracts (evidence in Michigan points 
to an association between under- 
use, unmet need and larger patient 
involvement in the bill.) 

Ways have not yet been found 
to ensure coverage for workers 
through periods of layoffs, an in- 


creasing problem not only to work- | 


ers in this period of extreme 
shake-up in the labor force, but 
. to prepayment itself because of its 
effect on the public esteem and for 
the adverse selection bred by the 
lack of a consistent approach to 
this question. 


6. Public Attention and Concern. 


This past decade of better com- 
munications and public education 
has seen health issues become 


public issues rather than entirely | 


professional ones. Through collec- 


DECEMBER I, 1961, VOL. 35 


tive bargaining organizations, com- 


munity groups and governmental - 


agencies, the public is becoming 
sharply interested and abundantly 
informed in such matters as the 
rise in medical care costs, faulty 
practice and utilization, quality of 
care and efficiency. Spending more 
than $20 billion in 1960 in the 


private sector of health expendi-- 


tures alone, the public believes it 
has a right to be concerned and 
is demanding an important voice 
in matters directly affecting its 


- welfare. That the public has been. 
taking an increased and lively in- 


terest in health care and prepay- 
ment is a salutary thing. It is a 
problem only to those who must 
now answer the questions the pub- 
lic raises. 

I have attempted merely to list 
a few of the problems that stand 
out like flags over the terrain sur- 
veyed in this paper. A number 
of recent developments have high- 
lighted these and other problems 
and have given them substantive 
importance. Among these are the 


considerable number of special 


studies recently concluded, under 
way, or being contemplated, of 


- which the Michigan Study was 


one. The new aggressiveness of 
state insurance commissioners, seen 
at public hearings on rate in- 
creases, is a weather vane to the 
situation. The debates around the 
King-Anderson bill have further 
served to focus attention, as has 
the increased pressure on the U.S. 
Public Health Service to play a 
stronger role in establishing stand- 
ards and promoting better organ- 
izational patterns in health care. 


The new and challenging estab- 


lishment of Community Health As- 
sociation in Detroit, the restive 
groping for alternatives in the 
steel unions, the growing note of 
query in almost all unions and in 
those managements which are 


picking up a larger share of the 


employee health benefits tab—all 
spotlight the problems I have so 
briefly presented. 

Of course, there has been a re- 
sponse and it is encouraging. Blue 
Cross has established better ma- 
chinery for research on these prob- 
lems and has more aggressively 
approached such delicate issues as 
standards on quality, review of 
claims and admissions. Hospitals, 
too, are more alert to the question 


of standards, medical audit, im- 
proved community planning and 
more rational use of Hill-Burton 
funds. Methods are being probed 
for coordinating the work of the 
American Hospital Association, 
American Medical Association, 
Blue Cross Association and Na- 
tional Associations of Blue Shield 
Plans. The slowly increasing im- 
portance and leadership of hospi- 
tal councils and state associations 
are favorable signs. 3 

Whether the response will be 
quick enough and adequate enough 
remains to be seen. The stubborn 
problems of continuity of care, 
ineffective use of facilities and the 
plight of low income groups have 
been with us for a long time and 
we must ask ourselves why. 


ill. THE NATURE OF THE PROBLEMS 


Most of the problems facing us 
today are the classic problems of 
the high cost of essentials in a 
free enterprise system, posing this 
question: 

Are the natural dynamics of the 
free market place sufficient, or 
must medical care be treated as 
an essential service removed en- 
tirely or partially from the free 
enterprise sector, as public utilities 
have already been shifted? 

The problems illustrate, too, a 
classic confrontation in our sdéciety 
between the entrepreneur and the 
planner who by nature distrusts — 
the element of chance implied in 
the absence of central control. In 
part, it is the age-old battle for 
privilege between the professional 
purveyor, who is in many ways 
similar to the entrepreneur, and 
the consumer. Is the number of 
physicians or hospital beds needed 
a medical or community decision? 

The problems are also the prod- 
uct of the abrasion between two 
active worlds—the world where 
health is only incidental to other 
considerations, such as take-home 
pay, and the world of service 
where health is the lodestar of 
dedication, action, ethics and living 
itself. 

Certainly, these are problems 
which are rooted not only in our 
economy, our sociology, but also in 
our psychology. They will not be 
solved by glad-handing or by plod- 
ding devotion to only the every- 
day problems as they come along. 

(Continued on next page) 
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They are not technical problems. 
They call for vision and statesman- 
ship. 

The strategic aspects are com- 
plex, and many of the required 
decisions seem to fall in the cre- 
vasses between current accepted 
responsibilities. For example, who 
decides with authority that two 
Blue Cross Plans should or should 
not merge to produce better serv- 
ice? Who decides which hospital 
should not exist? In the absence 
of a czar, these kind of decisions 
require the forging of links be- 
tween authorities and interests, 
and greater maturity from all 
parties. 

What stands in the way is cer- 
tainly not a lack of the facts, nor 
even a dearth of suggested solu- 
tions to attempt. We have all these 
in abundance, supported by study 
upon study, widely published, 
widely discussed and massively ig- 
nored. 

We have the wealth, we have 
the physical facilities and we have 
the fact-finding know-how and 


technical skills to solve every one 
of our problems but one—and that 
problem is the main one. If we 
are honest with ourselves we must 
admit that we are lacking in the 
essential ingredient of leadership. 


IV. LEADERSHIP, THE MAIN PROBLEM 


I understand leadership to mean 
a sense of goals and the courage 
to act upon these goals. It is a 
characteristic which applies with 
special urgency to all persons at 
work in any field, not exclusively to 
those on the spotlighted pinnacle. 
It has its fullest meaning and ef- 
fectiveness when it characterizes 
a society, a people, a group, rather 
than only rare individuals. 

Why is it lacking in the health 
field? Let me venture a few rea- 
sons. 

Too many of us lack a philoso- 
phy of medical care and conse- 
quently lose sight of what we are 
trying to do. Is a hospital prima- 
rily a workshop for professionals, 
or a community institution? Is the 
purpose of prepayment to influence 


favorably the ways in which medi- 
cal care is rendered, or is it prima- 
rily a fiduciary device? Is admin- 
istration in our health institutions 
a passive force, the prime purpose 
of which is to expedite the inclina- 
tions of power groups, or is it an 
active force operating from a deep 
sense of right and wrong (as 
homely as these words may sound) 
that acts positively and without 
apology in the best interest of the 
community? How many of us know 
administrators who ined a con- 
cern with quality of carée‘as a pre- 
sumption? 


CARE FACETS INTERRELATED 


Too many of us are insular in 
our thinking and fail to see the 
interrelation of the many facets of 
medical care. Do we see that al- 


though faulty utilization implies 


freedom for the individual prac- 
titioner it may sound the death 
knell of private practice? Do we 
see that a Blue Cross Plan that 
fails to add its fiscal influence to 
better planning lights the fuse of 


BRITISH PROGRAM PROVIDES 


‘LIVE’ MUSIC FOR THE MENTALLY ILL 


Approximately 350 concerts are 
arranged each year for patients in 
mental hospitals in England and 
Wales by the Council for Music in 
Hospitals. This voluntary body was 
launched tentatively, but enthu- 
siastically, in 1947, and made an 
almost immediate impact. The 
council arranges regular concerts 
attended by up to 400 patients in 
50 or 60 hospitals, whose medical 
superintendents are convinced of 
the value of music therapy. 


LARGE PANEL OF ARTISTS 


The organization is relatively 
simple. In the summer, hospitals 
wanting concerts during the fol- 
lowing season settle dates with the 
secretary of the council, who is 
then able to plan programs and 
details with the artists. Concerts 
are arranged monthly and may ex- 
tend from September to June, or 
over a shorter period. 
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Most concerts take the form of 
recitals, so more than two or three 
performers are rarely needed. Vo- 
calists are usually more popular 
than instrumentalists, although the 
council does arrange many piano, 
violin, or cello recitals, or com- 
bined recitals by singers and in- 
strumentalists. 

Also popular, and a little more 
ambitious, are shortened and 
adapted versions of well-known 
operas, given in costume. 

The council has a sizable panel 
of artists including some of the 
most famous in Britain, but it 
tends to concentrate on a smaller 
number who are really successful 
in mental hospitals. The council 
does no auditioning of its own, but 
will not consider any applicant 
who has not passed the auditions 
of the Arts Council of Great 
Britain. 

Most artists agree that it is not 


always easy to gain the attention 
of the audience at new hospitals at 
first, but experienced performers 
who do hold the attention believe 
that patients are a most rewarding 
audience. The older hospital audi- 
ences hail returning favorites like 
long-lost friends and express ap- 
preciation in such unexpected ways 
as extempore speeches and gifts 
of small coins! : 

The secretary of the council 
makes the initial selection of suit- 
able personalities from among the 
performers, but after that she has 
to rely on a report of each concert, 
which is returned by the medical 
superintendent. Artists are always 
asked to introduce their solos with 
a few words of explanation—light 
and numerous if possible—and to 
be ready to chat with the staff and 
patients before or after the con- 
cert. Newcomers to the panel are | 
rarely sent to their first two or 
three concerts unless they are ac- 
companied by another performer 
experienced in work in mental 
hospitals. 

Programs are drawn up by the 
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its own destruction in the face of 
rising costs? Do we see that the 
raiding of favorable groups by 
unqualified experience rating is 
likely to leave wide sectors of 
hardship which will invite rather 
than forestall government action? 

Do we see that the shortages of 
medical manpower has inherent in 
it stricter measures of outside 
regulation than subsidy of educa- 
tion? | 

Too many of us are prone to 
deny that problems. exist despite 
their clear exposition in the litera- 
ture and on the platform. “Let’s 
wait—everything will turn out all 
right.” Too many of us have be- 
come stale. We relentlessly array 
facts and figures to support long- 
held or preconceived notions, un- 
willing to admit change. The 
so-called “general hospital” usu- 


ally does not provide psychiatric, . 


rehabilitative and subacute services 
—with our urgent need to wed 
quality and minimum costs, must 


it always be so? Too many of us. 


~ are cynical; the executive who ra- 


tionalizes all problems of interne- 


cine strife and bald self-serving 


power plays in health organiza- 
tions as inevitable and endearing 
manifestations of “the American 
way of life” debases both America 
and the health profession. 

We seem to lack courage. How 
many of us will actively experi- 
ment with new forms of care and 
coverage? How many of us will 
speak out our minds instead -of 
assigning this role, in a pose of 
“maturity” only to brash youth? 
How often is our knowledge of 
the right thing to do shackled by 


fear of that convenient abstraction | 


“they”? What will “they” think? 


FLEXIBILITY NECESSARY 


Some of these shortcomings are 
at least partly understandable. 
Our hospitals and prepayment 
plans grew out of small institu- 
tions where the broader aspects 


of Organization and management 


were naturally subordinate to one- 
to-one relationships. But times 
have changed and so must we. We 


live in a world where health prob- 
lems are increasingly invested with 
political, economic and social con- 
siderations, and we find ourselves 
with a magnificent growth in med- 
ical science, but a lag in the science 
of how to put it into effect. The 
problem is accentuated by the fact 
that the voluntary system is par- 
ticularly demanding, based as it: is 
upon local integrity and inventive 
cooperation. 


V. THE FUTURE 


The voluntary system is not 
magical, nor is it ordained. It exists 
today because it has done an ef- 
fective job. It holds many inherent 
strengths, it partakes of the warm 
color of free enterprise and it has 
the inertia: of a strong tradition. 
It will not survive if it defaults 
its tasks because any system is 
always the product of its tasks, of 
broad environmental forces as well 
as professional interests. 

We must get busy closing our 
gaps and correcting our weak- 

(Continued on page 104) 


performers sometimes in consulta- 
tion with the secretary. These pro- 
grams need to be carefully selected 
and balanced, but in general, a 
wide musical range can be covered, 
including most of the best known 
serious works for piano, violin and 
cello. Folk songs, lieder, oratorio 
and excerpts from operas are also 
used. Ballads, folk songs and carols 
at Christmas are the only excur- 
sions outside classical music. 


GOOD LIAISON WORK 


Each program is drawn up with 
the hospital that asked for it in 
mind. There is no question of mak- 
ing up a “package” program and 
sending the artists on tour from 
hospital to hospital. The tastes of 
each individual hospital can be 
fairly accurately gauged from the 
answers to the detailed question- 
naire returned to the council after 
each concert. 

The secretary, who visits all the 
participating hospitals regularly, 
also knows how much other musi- 
eal activity there is in each hospi- 
tal and plans the concerts accord- 
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ingly. Hospitals already having 
patients’ choirs or orchestras, or 
regular recorded recitals appreci- 
ate a more “highbrow” range than 
those having little to do with mu- 
sic beyond the council’s concerts. 

There is, however, one aspect of 
program-planning which applies to 
all hospitals. The major work must 
always come in the middle because 
mental patients need more time to 
settle down than the average audi- 
ence, and their interest sometimes 
flags more quickly. For this reason 
also, the concerts last only approx- 
imately an hour and a quarter. _ 

Approximately 10 days before 
each concert, the secretary sends 


the program to the hospital con- 
cerned, together with some pub- 


licity material about the artists. 
The staff can then, if they wish, 
tell the patients a little about the 
concert to be given and about the 


performers. 


The council, as a voluntary body, 
cannot pay the artists as much as 
they normally command, but all 
who perform for the council re- 
ceive a standard, modest fee, plus 


their traveling and hotel expenses. 
Each hospital pays the council a 
standard fee for each concert. This 
does not cover the total cost of the 
concerts, but the balance is pro- 
vided by voluntary contributions 
from hospital and welfare societies. 

There are also sidelines to the 
main work of providing concerts. 
The council also helps hospitals to 
start patients’ choirs and encour- 
ages and helps in any special music 
therapy research work these hos- 
pitals would like to undertake. It 
also arranges for supplies of phono- 
graph records to be lent to the 
hospitals. 

In this venture into a relatively 
unknown field, many initial snags 
and difficulties could have been 
expected, but they never mate- 
rialized. The secretary of the coun- 
cil records only one real problem 
—the truly awful pianos with 
which performers had to cope in 
some hospitals. But most hospitals 
interested in the program now 
have new pianos, and the rest are 
at least. keeping their old ones 
tuned.— WENDY HALL 
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W* ALL know the importance 
of making a patient’s admis- 
sion to the hospital smooth and 
effective. Establishing a good pa- 
tient-hospital relationship before 
the patient is admitted and main- 
taining it when he arrives certainly 
merits our best effort. For some 
time now, preadmission procedures 
have proved helpful to hospitals in 
streamlining the admitting process. 
But we need to evaluate our pres- 
ent methods and to consider other 
ways to facilitate the patient’s ad- 
mission. 

In so doing, we should recognize 
the significant role of the physician 
and his medical secretary. Probably 
more than anyone else, they know 
the necessity of giving the patient 
essential information about the 
hospital before he is admitted. 
Furthermore, in order to do their 
job well in helping to make the 
patient’s transition from home to 
hospital a smooth one, physicians’ 
office workers need to be well in- 
formed about the hospital and its 

Dean M. Crowder was the administrative 
assistant at the Donald N. Sharp Memorial 
Community Hospital, San Diego, Calif., 
at the time this article was written. He 
is now the administrator of Morningside 
Hospital, Los Angeles. Mary C. McManus, 


R.N., is director of admitting at the Donald 
N. Sharp Memorial Community Hospital. 
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New ways need to be considered in 
making a patient’s admission to the 
hospital as smooth and effective as 
possible, the authors state. They dis- 
cuss the establishment of an informa- 
tion manual used at one hospital to 
inform staff physicians and medical 
secretaries about the hospital, its fa- 
cilities, procedures and policies as one 
helpful approach in facilitating admis- 


sion. 


facilities, procedures and services. 


WHAT NEEDS TO BE KNOWN? 


For example, when she is sched- 
uling a patient for surgery, the 
medical secretary needs to know 
what information is required by 
the admitting office to properly ad- 
mit a surgical patient. She needs to 
know which types of medical cases 


may or may not be admitted to the 


hospital. It is helpful for the phy- 
sician’s office personnel to have de- 
tailed information concerning the 
hospital’s facilities, location, busi- 
ness arrangements, visiting hours, 


and even such items as the avail-— 


ability of cafeteria service for visi- 
tors. Many of the patient’s ques- 
tions can be handled before his 
admission by the physician or med- 


INFORMATION MANUAL 


ical secretary if this information 
about the hospital is readily avail- 
able. 

With this consideration in mind, 
a Medical Secretaries Information 
Manual has been developed at 
Donald N. Sharp Memorial Com- 
munity Hospital in San Diego, 
Calif. The sole purpose of the man- 
ual is to provide the physician’s 
office personnel with ready refer- 
ence material about the hospital’s 
procedures and services. The man- 
ual is designed to be helpful in 
making the hospital’s procedures 
clear and simple and to eliminate 
misunderstandings caused by a 
lack of accurate basic information. 

Our realization of the need for 
such an information manual, inter-. 
estingly enough, came from a group 
of medical secretaries. Their inter- 
est demonstrated a definite desire 
on the part of medical office per- 
sonnel to know more about the 
hospital and its services and pro-- 
cedures. Our medical staff is large 
(682), and 49 members were added 
to it last year. Also, procedures 
vary somewhat from hospital to 
hospital in the San Diego area. 

In developing a format for the 
manual, we considered the fact 
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(OPPOSITE PAGE) When a patient is being 
scheduled for surgery, a hospital information 
manual can be useful in determining what 
information is necessary, as well as serving 


as a reference for other hospital — | 


that changes and additions would 


be required to keep the manual 


current. Therefore, no page num- 
bers were used, and an indexing 


system was developed for quick 


reference. The material was put in 
an attractive loose-leaf folder. 
Our information manual is di- 
vided into four sections: (1) Gen- 
eral Information, (2) Admitting 
Information, (3) Business Infor- 


mation and (4) Other Information. 


The first section outlines the hos- 


-pital’s type of operation, expansion 


program and facilities, and gives 


SMOOTHS 


driving directions and available 
means of public transportation. 
The section devoted to admitting 


procedures first considers informa- 
tion related to admitting patients 


in general, then goes into detail on 
admitting procedures for surgical 
patients, medical patients and 
maternity patients. As examples, 


information in regard to schedul- 


ing a surgical patient is listed. 
Medical cases that may not, as a 


-_ matter of hospital policy, be ad- 


mitted and conditions necessitating 
isolation measures are given. Pro- 
cedures for making maternity res- 
ervations are clearly outlined. _ 
The third section concerns busi- 
ness arrangements and charges. 
Information about the business of- 


ADMISSION 
PROCEDURE 


by DEAN M. CROWDER and MARY C. McMANUS, R.N. 


and their otelehauhe at seminar 


An evening seminar for the purpose of acquainting staff 
physicians and their office assistants more fully with 
hospital. admitting and medical record department routines 
was sponsored recently by the Deaconess Hospital, Spokane, Wash. 

With the approval of the medical staff, invitations were 
issued to all physicians and their assistants to attend the 
meeting. Discussions of ways to improve the relationship 
between physicians’ office personnel and hospital personnel 


were also on the agenda. 


A tour of the medical record department and the admissions 
area followed the hour-long session, and the medical 
record librarian explained the functions of the department and 
how the information is correlated and then filed in the chart 
room where the records are kept for a maximum time and 


then microfilmed for storage. 


A question and answer period followed the session, and many 
thoughts were expressed which helped to create a better 
understanding among the physicians and their office ee 
of the functions of these departments. 


fice and the completion of insur- 
ance forms can be given to the 
patient before his admission by the 
physician’s office. 

The “other information” section 
reviews in sufficient detail facts 
about private duty nursing service, 
visiting hours, the medical records 
department, the medical staff’s 
Roster and Bulletin, cafeteria serv- 
ice, the pharmacy, the auxiliary’s 
gift shop and a telephone directory 
of hospital department heads and 
key departments. 

We distributed a copy of the in- 
formation manual to the office of 
each member of the attending 
medical staff, as well as to key de- 
partments and medical secretaries 
in the hospitals. The purpose and 
use of the manual were reviewed 
at a medical staff meeting. 

At the time of distribution, we 
encouraged the physicians and the 
medical secretaries to send in their 
comments for improving the man- 
ual. We expect to make revisions, 
corrections and additions from time 
to time to maintain the manual’s 
effectiveness. The first set of re- 
placement and correction sheets, 
necessitated by the recent opening 


of the hospital’s new maternity 


wing, has already been sent out. 
The response from the medical 
staff and their secretaries, and from 
our own admitting personnel, has 
been enthusiastic. Already, we 
have noted an improvement in the 
booking of surgical cases and in 
handling insurance claims. The 
manual is particularly helpful for 
use in training new personnel and 
new medical secretaries. It has 
given the physician’s office-hospi- 
tal relationships a real boost. The 
physicians ask, “Why hasn’t this 
been done before?” On the .other 
hand, this approach will prove 
helpful only if the hospital’s poli- 
cies and procedures are clearly de- 
fined and well established. 
Although our manual has proved 
to have considerable merit in in- 
forming the physician and the 
medical secretary about the hospi- 
tal, its real value becomes apparent 
when the patient’s admission is 
facilitated through this information 
being made readily available. a 
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“The intensified division of 
labor has become a splendid 
device for escaping social re- 
sponsibilities. As professions 
subdivide, each group of spe- 
cialists finds it increasingly 
possible to ‘pass the buck’ for 
the social consequences of their 
work, on the assumption, it 
would seem, that in this com- 
plex transfer of responsibility 
there will be no hindmost for 
the devil to take.’’* 


DMINISTRATION within the or- 
NX ganizational framework of the 
hospital requires a logic which is 
composed of something more than 
the summation of the logics of the 
specialists operating within the 
same framework. Administration is 
administration, regardless of the 
organizational structure within 
which it operates, and, essentially, 
_its task is that of seeing that there 
is a hindmost for the devil to take 
—if he wants it. But, adminis- 
tration within hospitals has been 
greatly influenced by the specialists 
of medicine and the paramedical 
specialties. In fact, the influences 
of these specialties has been so 
extreme that the administrator 
cannot perform adequately within 
the organizational framework of 
the hospital withcut an adequate 
understanding of, and orientation 


*Merton, R. K. The machine, the worker, 
and the engineer. Sci. 105:78-81 Jan. 24, 


John P. Barrett is the administrator, 
Syracuse (N.Y.) Memorial Hospital. When 
this article was written, he was adminis- 
trative assistant, Memorial Hospital of 
Chatham County, Savannah, Ga. 
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How specialism has 


» Specialism has severely complicated 
the administrative process in hospitals, 
the author states, because it requires 
the modern hospital administrator to 
maintain and utilize a colleague au- 
thority system to meet organizational 
needs and objectives. To operate in 
such a system, the author continues, 
the administrator’s personal philoso- 
phy of administration must include 
the elements of leadership, innovation, 
education and a multiple value system. 


to, the specialist logics operating 
within the same framework. 


CAUSE AND EFFECT 


The growth of the specialties 
has, in a sense, caused the profes- 
sion of hospital administration. 
Until the last 20 years, hospitals 
had been able to skim by with 
relatively informal approaches and 
solutions to administration, but the 
art of administration has become 
more complex as specialization in 
the health field, and other related 
fields, has increased. Because of 
the critical rise of the costs of med- 
ical care, the public is demanding 
that the health field utilize the 
economical and technical benefits 


of specialization. Of course, this 


brings into play the corresponding 
disadvantages of specialization— 
primarily those which are con- 
nected with the areas of coordina- 
tion, control and communications. 

Administrative processes are 
found in all group efforts. These 
processes are at work in all organi- 
zations of society. Administrative 
frameworks may vary, but in the 


the administrative role @ 


by JOHN P. BARRETT 


final analysis, there is a basic ho- 
mogeneity in the principles under- 
lying the administrative process 
regardless of the framework in 
which it is found. The art of ad- 
ministration, wherever employed, 
is the organization, direction, co- 


ordination and control of the ac- 


tivities of individuals and other 
resources to achieve certain goals. 

Specialism in medicine and the 
paramedical professions greatly af- 
fects the hospital administrator as 
he moves to organize, direct, co- 
ordinate and control the resources 
within his sphere of influence 
toward the achievement of insti- 
tutional goals. These influences 
from the specialties are both direct 
and indirect; severe and incidental; 
good and bad. 


PROBLEM OF MOTIVATION 


The central problem of adminis- 
tration is that of motivating people 
and groups of people to act and 
interact in pursuit of the achieve- 
ment of goals, which may or may 
not be set by the administrator. 
The administrator’s most challeng- 
ing duty is the combating of un- 
directed institutional momentum, 
which may set in if this motivation 
and leadership is lacking. A con- 
stant battle must be waged to 
achieve effective and economical 
means. This requires the ability to 
plan creatively and objectively, to 
channel and direct the use of re- 
sources. 

Specialism also greatly influences 
the actions and interactions of all 
the people with whom the admin- 
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complicated 


istrator deals because specialism 
strongly influences the behavior of 
people. Specialism is based upon 
an exchange system which, in turn, 
is based upon a stable cooperative 
system. For a man to feel free to 
specialize, he must be assured that 
he will be able to exchange his 


goods, services, or ideas for the © 


goods of his fellow men. Only with 
the assurance that he can exchange 
the fruits of his labor for the ne- 
cessities of life, produced and held 
by other specialists, can he devote 
his time to his specialized endeavor. 
The specialist will view, with fear 
and alarm, any action that will 
reduce his bargaining power in the 
market. The administrator must 
constantly bear this fact in mind 
as he moves toward organizational 
goals. 
Specialism in the health profes- 
sions has placed the administrator 
in the position of carrying out the 
basic administrative functions in 
highly specialized areas without 
having direct, or functional, control 
in these areas. Specialism in these 
areas has severely lessened the 
traditional hierarchial authority 
(executive authority) and has em- 


phasized the need for the proper | 


functioning of group or colleague 
authority. 

For colleague authority systems 
to function efficiently, members of 
the various professions composing 
the group must mutually respect 
the opinions, abilities, and most 
importantly, the roles of one an- 
other. The administrator must be 
professional in attitude, ability and 
conduct if his role is to gain the 
recognition and respect necessary 
for him to function properly with- 
in the system. Here is the key to 
successful administration in the 
hospital. 


COPING WITH PROBLEMS 
As more medical specialties 
evolve and as paramedical profes- 
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nected and 


sions become more numerous and 
more highly organized, the admin- 
istrator’s role will become more 
difficult because he must be able 
to cope with the increasing com- 
plexities created by these vested 
interest groups. For example, the 
hospital administrator needs to be 
aware of the stresses and strains 


- upon his organizational structure 


which are caused by the changes 
taking place in the physician’s tra- 


ditional role in the community and 


in the hospital. 

As the paramedical professions 
grow, the physician’s traditional 
role of general practitioner, or doer 
of all things relating to the medical 


care of the patient, is being diluted. 


The physician is becoming the su- 
pervisor, director, or coordinator 
of all things relating to the medi- 
cal care of the patient. Physicians 
who are of the old school find this 
new role hard to accept. They are 
often on the defensive, unsure, in- 
secure and disgruntled. They at- 
tempt to hold on, redefining and 
adjusting to the new role in part 
—if at all. The more this tends to 
happen in a particular community 
and organization, the more impor- 
tant becomes the role of the ad- 
ministrator—the key coordinator. 


Unless the administrator is cog- 


nizant of this evolutionary process 
which is constantly taking place, 
he will be unable to mitigate 
effectively the influences of the 
process. 
Specialism increases dependency 
because it calls for interdependency 
of all action in the hospital. Acts 
become, directly or indirectly, con- 
interdependent. The 
administrator must be cognizant of 
these relationships because action 
taken in one area of endeavor will 
surely affect other areas. An or- 
ganization must have an adminis- 
trator who can visualize these re- 


-lationships and work within them 


because an organization cannot be 
effectively administered by a group 
of specialists at the top unless they 
are willing to hold a conference 
every time a decision is to be made. 
The administrator must have the 
ability to make decisions affecting 
all areas of endeavor which are 
acceptable to the group, and he 
must be willing to assume full re- 


sponsibility. If he fails to do so, 
he will lose the control, authority » 
and self-esteem necessary to main- 
tain his professional status within 
the colleague system. 


A RECIPROCAL DEPENDENCY 


In establishing goals for his or- 
ganization and in assisting the 
board to establish organizational 
goals, the administrator must take 
into consideration the goals and 
needs of the medical and paramed- 
ical specialties in the hospital. He 
must be practical enough to realize 
that the hospital and the practi- 
tioners are reciprocally dependent 
on one another. The goals of the 
hospital and of the medical and 
paramedical professions are closely 
related. These groups over the 
years have developed codes of eth- 
ics, standards, expectations, or nor- 
mative patterns of activity. These 
normative patterns must be taken 
into consideration by the adminis- 


_ trator and the board as they move 


to establish goals for the institu- 
tion. They must do this to insure 
that the goals are established in 
terms of what people will do, not 
what they ought to do. 


JOINT GOALS NEEDED 


The physicians and nurses, for 
example, who are numerically the 
largest specialty groups in the hos- 
pital, will not operate in a situation 
where the goals of the institution 
are grossly at odds with the goals 
of their professions. Whatever af- 
fects the standards and objectives of 
these groups affects the standards 
and objectives of the hospital—in 
fact, the professional and educa- 
tional standards relating to patient 
care for hospitals are usually de- 
termined by these groups. Whether 
or not these forces are utilized for 
the good of the institution depends 
on the wisdom and effectiveness of 
the administrator. 

Hospital administrators must 
realize that the practice of medi- 
cine, the practices of the paramed- 
ical specialties and the needs of the 
hospital are so interrelated and 
interdependent that any factor— 
economic, political, social, scientif- 
ic, or medical—which affects one 
affects the other. The practices of 
the specialties are so integrated 
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into the social structure of the 
American culture that they are ex- 
tremely sensitive to any change in 
the economic, political, social, or 
scientific order. For this reason, 
medical and paramedical special- 
ties have had, and will continue to 
have, a great influence upon the 
health care organizations and insti- 
tutions of the nation. This fact 
must be recognized by, and incor- 
porated into the thinking of, hos- 
pital administrators as they attempt 
to fulfill public expectations about 
health care. 

If the administrator is to operate 
effectively in the colleague author- 
ity system, necessitated by special- 
ism, his personal philosophy of 
administration must include the 
elements of leadership, innovation, 
education and a multiple-value 
system. This will necessitate his 
philosophy being somewhat wider 
and more encompassing than that 
of the majority of his constituents, 
and it will place him in danger of 
being misunderstood. However, he 
must not allow his philosophy to 
be clouded by overspecialization 
in any one area. If he does, he will 
become administratively handi- 
capped. 


DEVELOPING A STRONG PHILOSOPHY 


In developing a philosophy of 
administration, the administrator 
needs to develop it around the ele- 
ments of administration so that it 
can be used as a sounding board 
against which he can focus particu- 
lar circumstances and from which 
he can attack specific problems. 
Without principles, and the forti- 
tude to stand by them, the admin- 
istrator may be likened to a rud- 
derless ship, for he will flounder 
in a sea of indecision. 

In forming and revising his phi- 
losophy, the administrator must 
be constantly aware of the forces 
and pressures exerted by specialty 
groups on the hospital and on him. 
He must know the specialty organi- 
zations—their standards, needs, 
strengths and weaknesses. He must 
know these things so that he can 
incorporate them into his back- 
ground of knowledge and his 
organizational structure. Such 
knowledge will directly affect his 
ability to organize, direct, coordi- 
nate and control organizational ac- 
tivities. 

The philosophy of the adminis- 
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trator must be in accord with the 
social structure within which he 
operates. Responsible and effective 


-leaders will remember that the 


consuming public does not exist to 
serve the owners, employees and 
representatives of organizations; 
rather, the organizations exist to 
serve the public—and they survive 
only by doing so. The public sanc- 
tions that enable the administra- 
tors of social organizations to en- 
gage in their various activities rest 
upon the rights and expectations 
of the public. Hospital administra- 
tors have obligations as a result of 
this delegation of rights by the 
body social. These obligations have 
to do with providing the best pos- 
sible medical services to the com- 
munity within the health care 
budget of the community. 

The success of an administrator 
in fulfilling the needs of his com- 
munity depends to a large extent 
on his personal philosophy of ad- 
ministration. If an administrator 
believes that his only function is 
implementing the policy decisions 
of others, his effectiveness in a 
given situation does not necessarily 
depend on his personal philosophy. 
But if he conceives of administra- 
tion as (1) containing elements of 
leadership, (2) being a multiple- 
value concept, (3) having to do 


with the adaptation and assimila-— 


tion of innovations, and (4) having 
a responsibility for education, then 
the administrator, to be effective, 
must depend on his personal phi- 
losophy, or on a multiple-reference 
framework regarding administra- 
tion. 


FACTORS INFLUENCING PHILOSOPHY 


Professional philosophy is influ- 
enced by three major factors: (1) 


background, (2) education and (3) | 


experience. A man believes in, and 
holds, some of the values he does 
because of his cultural and ethical 
background. The effects of back- 
ground and education on an in- 


dividual’s philosophy are almost 


inseparable, but educational values 
can be thought of in terms of those 
values obtained vicariously through 
reading or through listening to ex- 
perienced people. In our society, it 
is usually granted that the broader 
this educational factor the better 
able an individual should be to act 
properly in a given situation. Last- 
ly, the experiences an administra- 


tor has, as he performs adminis- 
trative functions, give him the 
highly valued thing called “ex- 
perience”’, which adds strength to 
his multiple-reference framework. 
Many would-be administrators 
are handicapped because their per- 
sonal philosophies limit their views 
of people and situations. Handi- 
capped administrators have poor 
backgrounds, inadequate educa- 
tions and specialized experience. 
Perhaps the most damaging of 
these is the latter. Under a system 
of learning the business from the 
ground up, administrators emerge 
through specialized routes. These 
specialized routes bring to the 
forefront men biased by years of 
limited, specialized experience. Al- 
though they are clear sighted in 
their specialty fields, or in closely 
allied fields, they do have blind 
spots and, as a result of this, such 
men often make decisions on the 
basis of their special knowledge 
rather than general knowledge. 
The effects of specialism on the 
philosophies of individuals appear 
to be so severe that relatively few 
who take specialized routes to 
top administrative positions escape 


* having distorted views. The solu- 


tion to this problem seems to lie 
in the areas of education and train- 
ing. This proposal does not deny 
the need for the specialties because 
specialism derives from laws of 


economics and is necessary to our 


society, but it does emphasize the 
need for finding ways to distin- 
guish between the productive proc- 
ess and the administrative process. 


SUMMARY 


The administrator’s personal phi- 
losophy must lead him to seek 


knowledge and understanding so 


that he can organize, direct, co- 
ordinate and control the activities 
of his organization toward estab- 


lished goals with true wisdom and 


justice. 

If the administrator is to per- 
form in an effective manner, he 
must have the respect of his pro- 
fessional and nonprofessional col- 
leagues. He must have, or develop, 
the personal qualities necessary for 
leadership and the attainment of a 
professional status. His philosophy 
of administration should contain 
elements of leadership, innovation 
and education, and it must have as 
its basis a multiple-value system. ® 
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EK VERY practical hospital public 
relations program should be- 
gin and end with the patient's 
satisfaction in the services received 
during hospitalization. 

The patient is the most impor- 
tant person in the community for 
the hospital because he has tested 
at firsthand the services it pro- 
vides for the sick. 
If he leaves satis- 
fied that he re- 
ceived the best of 
-eare and attention, he may be de- 
pended upon to tell others. 

A discontented patient will fol- 
low the same pattern, except that 
he may exaggerate the complaint 
and leave a cluster of friends and 
neighbors who believe him when 
he states, “Hospitals aren’t what 
they used to be. Why, during my 
stay I received little or no atten- 
tion. And the food was bad, too. 
I just can’t understand how a hos- 
pital can be so badly operated.” 

The payoff is likely to be no 
support from him and his group 
during a fund-raising appeal, lack 
of enthusiasm for community proj- 
ects and total inertia in regard to 
the development of new hospital 
buildings and services. 

At Abington (Pa.) Memorial 
Hospital the patient is king. Every 
employee is indoctrinated in the 
philosophy that “the patient is to 
receive the kind of attention you 
would offer a friend in your own 
home.” 

To measure the success of this 
approach, Abington Memorial Hos- 
pital initiated a program to test 
the satisfaction of patients with 
its facilities, services and person- 
nel. The “sampling” program 
started seven years ago with a 
printed questionnaire, mailed to 
the patient after discharge. This 
method has been abandoned in 
favor of personal interviews con- 
ducted by volunteers trained in 
interviewing techniques. 


Harry B. Light Jr. is yy executive agate 
tor, College of Podiatry, St. Luke’s and 
Children’s Medical Canter, Philadelphia. 
When this article was written, he was di- 
rector of public relations, Abington (Pa.) 
Memorial Hospital. 
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PATIENT 
INTERVIEW 
PROGRAM 
TESTS HOSPITAL'S 
PERFORMANCE 


by HARRY B. LIGHT JR. 


The primary requisites for a suc- 
cessful patient interviewing program 


are the ability to gain the pafient’s 


confidence and a sincere desire to im- 
prove hospital services as the outcome 
of the interviews, the author states. 
He discusses how the program operates 
in one hospital and some of the im- 
provements brought about because of 
it. 


Each morning a volunteer as- 
signed to the public relations de- 
partment visits the nursing floors 
and obtains a list of patients soon 
to be discharged or who have been 
hospitalized for 10 days. The vol- 
unteer introduces herself to the 
patient and, through informal 
questioning, endeavors to obtain a 
total impression of the patient’s 
thoughts regarding the main hos- 
pital services—nursing, dietary 


and housekeeping. 


If a problem situation can be 
corrected immediately, she refers 
the criticism to the proper super- 


visor, if not, the comment is cate- 


gorized for scrutiny by the public 
relations committee at its monthly 
meeting. 

The benefits derived from these 
interviews reach every department 
level. The most obvious benefit is 


that the patient considers it a_ 


compliment to be selected to give 
his observations regarding the care 
he has received. Often he tends 
to soften the criticisms and com- 
plaints. Most problems arise from 
a lack of knowledge or under- 
standing on the patient’s part, and 
through the medium of the inter- 
view, steps can be taken to cor- 
rect the existing impression. 

Supervisory personnel, skeptical 
at first, soon accepted the survey 
technique and recognized the value 
of knowing the patient’s impres- 
sion of the service received. The 
nursing, dietary and housekeep- 
ing department now welcome the 
suggestions, for they offer ways 
of improving methods of opera- 
tion. 

The comments provide the ad- 
ministrator with first-hand infor- 
mation about the hospital service. 
The interviews also screen out 
many complaints that formerly 
reached his desk, thus freeing him 
for other responsibilities. The 
month-by-month record of com- 
plaints permits a clear evaluation 
of the hospital’s standards of op- 
eration and pinpoints’ trouble 
areas. 

(Continued on next page) 
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The board of trustees regards 
the interview reports as a valu- 
able method of keeping abreast 
of public reaction. The public re- 
lations director and the public re- 
lations committee now have an 
excellent basis for recommending 
changes in policy and methods of 
initiating programs based on fact 
rather than conjecture. 


INTERVIEWERS CAREFULLY SCREENED 


The success of Abington’s pa- 
tient interviewing program has 
been dependent on a member of 
the women’s board whose respon- 
sibility for selecting the volunteers 
demanded many hours of screen- 
ing and evaluation. Persons se- 
lected must be able to converse 
easily, yet still must be objective 
in recording patients’ comments. 
Patients tend to exaggerate condi- 
tions, mainly because of the un- 
familiar surroundings and not from 
any desire to mislead the inter- 
viewer. 

The primary requisites for in- 
terviewing are the ability to gain 
the patient’s confidence and a sin- 
cere desire to serve others. 

Other important characteristics 
include: (1) a warm, friendly 
voice; (2) the ability to keep a 
conversation going and to direct 
it to a satisfactory conclusion; (3) 
neat, conservative dress; (4) the 
ability to ask for information 
without leading the patient to a 
predetermined destination; (5) the 
ability to answer a patient’s com- 
plaint in a firm yet considerate 
manner, and (6) the ability to 
record the facts and to eliminate 
extraneous matter. 

It is desirable for an interviewer 
to spend at least a year on this 
assignment because of the extra 
training needed before she be- 
comes experienced in interview 
techniques. At Abington, some of 
the interviewers have worked on 
this program for two or more 
years, and the chairman is now 
in her seventh year. Usually one 
morning each week is devoted to 
instruction. 

SET PLAN OF QUESTIONING 


A compilation of patients’ com- 
ments is made monthly by the 
director of public relations and is 
recorded on a graph. This pro- 
vides easy comparison with prior 
months and years. Duplicate forms 
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are used so that supervisory per- 


sonnel may have copies of a spe- 


cific complaint. 

The interviewer follows a set 
plan of questioning. Usually she 
will greet the patient with “Good 
morning, I’m Mrs. Brown, and I’m 
connected with the public relations 
department of the hospital. We 
make it a point to call on our 
patients at some time during their 
stay to learn whether everything 
has been satisfactory. 

“First we should like to have 
your comments on the nursing 
care.”’ (Volunteers never ask “Was 
the nursing care satisfactory?”’— 
for the patient can answer Yes 
or No rather than make a com- 
plete comment.) 

“And what are your impressions 
of the food served during your 
stay in the hospital?” (Because 
it is easier for the patient to com- 
pare the food with that served 
in his home, the conversation from 
this point may take some unusual 
turns. Should the patient com- 
ment, “Everything was fine,” there 
is no need to pursue the subject 
further. But if he comments, that 
the food was only fair, that it was 
“cold”, or that he didn’t get what 
he ordered, then further investiga- 
tion is necessary to learn the spe- 
cifics of the complaint.) 

“Was the housekeeping service 
satisfactory during your stay, or 
were there things that could be 
improved?” 

“Do you have other suggestions 
that would permit us to improve 
our service to patients?” 

In nine cases out of 10, every- 
thing will be reported as satisfac- 
tory. At Abington we have found 
criticism of few conditions that 
couldn’t be corrected immediately. 
Most comments are complimentary 
to the personnel. The supervisor 
should be informed when a pa- 
tient comments favorably on an 
employee, for this raises morale 
and a desire to do better. 

Since the inception of the in- 
terviewing program, Abington has 
conducted 6348 interviews, From 
October 1958 to October 1959, the 
interviewing team completed 2123 
interviews. About 16,000 patients 
were hospitalized during that pe- 
riod. (Maternity, pediatrics and 
the mental health inpatient unit 
were not included in the inter- 
viewing program.) It is humanly 


impossible to interview every pa- 
tient because of time and person- 
nel limitations. 


SPECIAL ATTENTION GIVEN 


While few major improvements 
have been accomplished as a re-. 
sult of the program, certain areas 
have received special attention 
from the management. 

Complaints about radio and tele- 
vision noise produced a new regu- 
lation and also a notice from the 
medical director calling patients’ 
attention to the need for consider- 
ation. 

A printed “special diets’ card 
is now placed on trays on which 
the regular menu is not supplied; 
this lets the patient know that he 
is receiving special foods. 

An assistant housekeeper was 
hired as a result of complaints, 
permitting better supervision of 
this 45-employee department. A 
bulletin explaining x-ray proce- 
dure was produced and distributed 
to patients. 

A complete investigation of di- 
rectional signs was initiated, and 
the recommendations resulted in 
the erection of new signs present- 
ing more explicit information for 
visitors. 

As a whole the inpatient in- 
terviewing program has proved 
highly satisfactory. The good will 
created through the considerate 
efforts of the volunteer interview- 
ers has more than offset the time 
and effort involved in conducting 
this exacting program. Personal 
attention given to the patient’s 
reactions to hospitalization adds 
recognition to the human side of 
hospital care. Although it is a 
minor thing compared with the 
saving of a life we have learned 
that the exit interview prompts 
the patient toward becoming a 
hospital “‘booster” who tells friends 
and neighbors about the personal 
attention he received during his 
stay. 

At Abington we regard. what 
the patient thinks and says about 
us as important to the future 
growth of the hospital. Through 
patient interviews we not only 
have the opportunity to learn the 
good and bad features of our serv- 
ice but, just as important, we have 
the chance to show our apprecia- 
tion of what our citizens do for the 
hospital. 


HOSPITALS, J.A.H.A. 


. 


FOR COORDINATED 
PLANNING 


Part 3—The program 


broadly and comprehen- 

sively, the primary objective of 
a hospital planning agency should 
be: to help its community to 
achieve, at an early point in the 
future and continuously there- 
after, a fully adequate level of 
hospital care for all of the com- 
munity’s citizens, with most. effi- 
cient use of the community’s ex- 
penditures on hospital facilities 
and services. 

Stated simply, the role of the 
planning agency is to help the 
entire community to obtain ade- 
quate care—most efficiently—from 
now on. The planning agency, 
therefore, has three main jobs: 
(1) to ascertain, for the imme- 
diate and continuing future, what 
would be an adequate level of 
care for the community; (2) to 
determine what would be the most 
efficient arrangement of hospital 
facilities for providing the appro- 
priate level of care at each point 
in time, and (3) to work with 
hospitals, physicians, government 
agencies, Blue Cross, community 
leadership groups and community 


agencies in achieving the desired — 


Rosson L. Cardwell is associate director 
and director of research, Hospital Plan- 
ning Council for Metropolitan Chicago, 
Inc., and Karl S. Klicka, M.D., is e 
executive director of the council. 
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In the third part of a three-part 
article on area-wide hospital planning, 
the authors make suggestions for ways 
in which to bring physician and hos- 
pital interests into harmony with com- 
munity requirements for successful 
hospital planning. 

In Part 1, which appeared in the 
November 1 issue, the authors clari- 
fied the concepts of long-range hospi- 
tal planning and discussed the merits 
of individual, cooperative and coor- 
dinated planning. 

In Part 2, published in the Novem- 
ber 16 issue, the advantages and dis- 
advantages of coordinated planning 
from the hospital’s as well as the com- 
munity’s point of view were discussed. 


levels of adequacy and efficiency. 
_It can be seen from the above 
statement of the primary planning 
objective that carrying out this 
objective will require the planning 
agency to engage in two principal 
kinds of activities: goal-determin- 
ing activities (research) and goal- 
achieving activities (implementa- 
tion). Both of these activities are 
essential for planning. Goals re- 
quire achievement. Action needs 
direction. Hence, research and im- 
plementation form twin corner- 


_ stones of an effective program of 


coordinated hospital planning. 


A brief description of how the 
goals can be set by means of re- 
search and of how the imple- 
mentation activities can move to 
achieve them will show how the 
planning agency can function most 
effectively in bringing hospital 
interests and physician interests 
into harmony with over-all com- 
munity requirements. 

Research is concerned with the 
collection, tabulation, analysis and 
interpretation of facts. Possible 
research activities for a planning 
agency include both basic research 
(the development of new general 
principles and methods, based on 
penetrating studies of fundamen- 
tal patterns of hospital usage and 
hospital service) and applied re- 
search (application of established 
principles or methods in analyzing 
the hospital care requirements of 
a particular community). | 

Most hospital planning agencies 
will be content to develop applied 
research programs, since basic re- 
search programs are expensive 
and require highly specialized staff 
members. Also, only a few basic 
research programs are really re- 
quired. The basic research pro- 
grams now being developed by the 
planning agencies in such cities as 
New York, Pittsburgh and Chi- 
cago, and in California, in addition 
to the wide range of independent 
research studies sponsored by the 
United States Public Health Serv- 
ice, should be able to provide. basic 
knowledge, principles and meth- 
ods for use by planning agencies 
in other metropolitan centers. 

Whatever the level of research 
activity undertaken by a planning 


agency, it should be recognized 
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- that the mere collection and tabu- 


lation of data does not of itself 
constitute a research program. In 
a real sense, the “research” does 
not begin until there is analysis 
and interpretation of the data, 
leading to useful conclusions and 
decisions. Every hospital planning 
agency, therefore, should carry its 
research activities at least to the 
point where valid conclusions are 
drawn from the data it collects, 
and preferably to the point where 
these conclusions can be crystal- 
lized into a set of long-range goals 
for growth of the hospital system 
in its area. 


DEVELOPING A SYSTEM 


The first step in developing an 
appropriate set of hospital plan- 
ning goals is to begin to think 
in terms of a hospital “system’’. 
‘Use of the word “system” here is 
somewhat different from its use 
in the phrase “‘the voluntary hos- 
pital system’”.! The concept of 
“system” intended here can be 


, best illustrated by considering the 
possible difference between 10 


hospitals acting as isolated indi- 
vidual institutions and the same 
10 hospitals functioning as mem- 
bers of a well-balanced team, all 
contributing in special, interre- 
lated ways to meeting the total 
health needs of the community. 
Not only would the optimum size 
and pattern of services for each 
hospital differ under these two 
arrangements, but the effective- 
ness and. efficiency of the total 
service rendered could be expected 
to differ as well. These potential 
differences are important enough 
to justify orienting a planning 
agency’s research program around 
a “system” point of view and cast- 
ing the long-range planning goals 
in terms of a total hospital “sys- 
tem”’. 

In viewing metropolitan hospi- 
tals as a system rather than as 
a collection of isolated individual 
institutions, care must be taken 
in the research program to differ- 
entiate between information relat- 
ing to the state of a given system 
and information relating to the 
nature of that system.? The state 
of a hospital system is represented 
by statistical measurements which 
describe, for example, the num- 
bers and types of hospitals, num- 
bers of beds, numbers and types 
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of patients, average lengths of 
stay and other common measures 
of hospital activity. As a nation, 
we now know a great deal more 
about the state of our metropolitan 
hospital systems than we do about 
their nature. 

The nature of a hospital system 
is the basic conception of how the 
system as a whole does function 
and how it ought to function. Such 
a conception helps to determine 
what kinds of measures of the sys- 
tem are appropriate and what the 
measures actually mean, once they 
have been obtained. For example, 
if the number, type, size and loca- 
tion of all hospitals in an area 
is known, how should this infor- 
mation be interpreted? Is the ar- 
rangement of hospitals represented 
by this information good or bad 
from the community’s point of 
view? Would another arrange- 
ment be better? What factors in 
the relationships between patients, 
physicians and hospitals are most 
important in determining the ar- 
rangement of hospitals in a met- 
ropolitan community? If these 
factors were to be changed in cer- 
tain ways, exactly what effect 
would each type of change have 
on the arrangement of hospitals 
for the area and on the quantity, 
quality and efficiency of care ren- 
dered to the area’s population? 


INTERPRETATION IMPORTANT 


It is apparent from these types 
of questions that a purely factual 
description of a group of hos- 
pitals does not show much about 


their nature as a hospital system. 


The facts become significant only 


when they are interpreted in the 


light of how a hospital system 
can or should function. Develop- 
ing broad principles as to how a 
really good hospital system would 
function is a job for the basic 
research programs of the large 
planning agencies. Using these 
principles in creating better hos- 


pital systems in specific commu- 


nities is a job for the applied 
research programs of all planning 
agencies. By interpreting informa- 
tion on the state of a given com- 
munity’s hospital system in the 
light of basic research findings on 
the nature of hospital systems in 
general, research analysis can lead 
to the development of hospital 
planning goals that not only will 


-provide for the number of beds 


needed by an area’s stream of 
future population but will also in- 
clude provision for steadily im- 
proving the over-all arrangement 
of facilities within that area. 

It must be pointed out here in 
connection with the discussion of 
goal setting that there are impor- 
tant aspects of establishing goals 
for the hospital system that can- 
not be dealt with adequately by 
research analysis alone. For ex- 
ample, the question of what gen- 
eral level of hospital care should 
be sought for the area’s popula- 
tion is a question of broad social 
policy that must be decided by a 
representative community leader- 
ship group. Research analysis can 
provide background information 
and can trace out the probable ef- 
fects and costs of different social 


_ policies, but the decision as to 


which social policy should be pur- 
sued is. a matter for community 
discussion and agreement. Once 
the broad social policies have been. 
set, research analysis can translate 
the various research findings into a 
set of appropriate goals for the hos- 
pital system. 


DESIRABLE SYSTEM CHARACTERISTICS 


Hospital planning goals set by 
the research program should be 
cast in the form of sets of char- 
acteristics that it would be desira- 
ble for the hospital system to have. 
For example, hospitals in the Chi- 
cago metropolitan hospital system > 
now show a distribution of sizes 
that range from 10 beds to 6500 
beds, with 24 per cent of the hos- 
pitals having less than 100 beds 
and 54 per cent having less than 
200 beds.* A suitable kind of goal 
for the future might be to change 
this distribution so that in time, 
there would be no hospitals with 
less than 100 beds and, say, only 
25 per cent with less than 200 beds. 
The research program would be 
able to determine what kinds of 
changes in the distribution of hos- 
pital sizes would lead to most im- 
provement in the system, and these 
types of changes would then be set 
as goals for the system, to be 
achieved in a reasonable period of 
time under the implementation 
program. 

In a similar way, desirable sets 
of characteristics regarding distri- 
butions of age of facilities, obso- 
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lescence, general location, type of 
function, type of sponsorship, dis- 
tribution with respect to popula- 
tion, etc., could be developed as 
related goals for the hospital sys- 
tem and systematically pursued 
under the implementation program. 
It is most important to note that 
goals set in this way are not spe- 
cific with respect to individual 
hospitals. The. goals would not 
specify that a particular type of 
hospital of a certain size and func- 
tion be located in a particular 
place. Rather, the goals would in- 
dicate the desirability of having 
the group of hospitals as a whole 
exhibit certain characteristics. 
Individual hospitals would con- 
tinue to plan on an individual plan- 
ning basis, but they would be 
guided in part by the new concep- 
tions of what a good total system 
would be, and in part by the spe- 
cific encouragements and discour- 
agements of the planning agency’s 
implementation program. In other 
words, the research program of the 
planning agency would measure 
_ over-all community needs for hos- 
pital facilities, current and future, 
and the basic characteristics of the 
total hospital system that could 
- meet those needs best. These meas- 


ured and desirable over-all goals | 


would be presented through the 
implementation program to the 
individual hospitals, so that they 
could develop their own plans 
within the context of what would 
be best for the community as a 
whole. Final plans would thus rep- 
- resent an effective blending of in- 
dividual hospital planning with re- 
search analysis on a system-wide 
basis. 


PLANNING NOT INFALLIBLE 


As described in the preceding 
paragraph, the apparent, smooth- 
ness with which the various plan- 
ning elements fit together seems 


just too good to be true—and it is. 


Unquestionably, if the planning 
agency were always 100 per cent 
correct, if only those proposals were 
developed that were needed, and if 
the individual hospitals followed 
the planning agency’s recommen- 
dations precisely and invariably, 
the total program would be self- 


implementing, with inhumanly 


perfect results. But, human beings 
being what they are, there is no 
guarantee that the planning agency 
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will be perfectly omniscient, no 
reason to expect that only needed, 
excellent plans will be developed 
and no assurance that individual 
hospitals and physicians will al- 
ways act reasonably and self- 


sacrificingly in accordance with © 


someone else’s notion of over-all 
community interest. 

The fallibility of the planning 
agency will generally not be due 
to incompetence, which can be 
avoided by careful selection of staff, 
but will be due instead to inherent 
difficulties in the research tasks it 
is called upon to perform. First, 
hospital planning on a system-wide 
basis is a new field and there are 
as yet few bench marks and well- 
established procedures for carrying 
on this type of research. Second, 
the problems in this field are so 
complex and the factors involved 
are so diverse and variable that 
there may be built-in, permanent 
limitations on how precisely final 
answers can be formulated. Finally, 
even principles that are generally 
valid may produce somewhat ludi- 
crous results if they are pushed too 
far and too rigidly in local situa- 
tions that may not fit the general 
pattern very well. Therefore, in 
order to protect the hospitals and 
the community from possible errors 
arising out of limitations inherent 
in its own research activities, it be- 
hooves the planning agency to work 
out final, detailed solutions to plan- 
ning problems through a process of 
interaction with hospitals, physi- 
cians and other community forces 
involved. 

Although the planning agency 
may not be infallible, it can be 
expected to come up with good 


: over-all answers a very high per- 


centage of the time. What may be 
a much more difficult problem is 
getting the planning agency’s rec- 
ommendations accepted and acted 
upon by the hospitals and physi- 


- cians whose destinies will be most 


seriously affected by the specific 
decisions being made. That some 
conflicts will arise between the 
planning agency’s recommenda- 
tions and the desires of particular 
hospitals and physicians in its area 
appears to be inevitable. A brief 
review of only a few of the factors 
almost certain to create conflicts 
will amply demonstrate the diffi- 
culties facing the planning agency’s 
implementation program. 


First, there is the all-important 
factor of community change. It is 


‘well recognized that most metro- 


politan areas are experiencing un- 
precedented changes in the growth, 
distribution and composition of 
their populations. Although most 
metropolitan areas are growing in 
size, the large cities within them 
are leveling off or beginning to de- 
cline in population, while their sub- 
urban areas are growing faster than 
ever before. This means that, of 
necessity, many hospitals located 
in the metropolitan centers are go- 
ing to have their expansion pro- 
posals opposed by the hospital 
planning agency on grounds that 
additional facilities are simply not 
needed. At the same time, the rapid 
growth of population in the sub- 
urbs is already stimulating de- 
mands for a multiplicity of small 
hospitals, many of which will have 
to be opposed in favor of the fewer, 
larger hospitals that would serve a 
whole area’s needs best. 

Similarly, the changing character 
of city neighborhoods, in terms of 
both racial characteristics and in- 
come levels, will cause many city- 
located hospitals to want to move 


to the suburbs, even though they - 


could serve the total community 
welfare better by staying where 
they are. In many ways such as 
these, the massive population 
changes taking place will create 
conflicts between what hospitals 
will want to do in order to fulfill 
their own desires as institutions 
and what they ought to do in order 
to serve the total community best. 
It is the planning agency’s difficult 
job to figure out how the hospital 
system as a whole should adapt 
itself to these broad community 
changes and to help individual 
hospitals to shape their future plans 
so that the changing needs of the 
community are fully, adequately 
and efficiently met. 


PROPRIETARY HOSPITALS 


Another problem of increasing 
difficulty for planning agencies in 
many parts of the country. is the 
question of how properly to control 
the development and spread of 
small proprietary hospitals. A 
blanket indictment of all existing 
proprietary hospitals is hardly in 
order, but the last few years have 
seen such a phenomenal increase 
in the numbers of proprietary pro- 
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posals in the hospital field, many 
of which are being promoted with 
what appear to be highly ques- 
tionable motives, that the matter 
of proprietary hospitals is begin- 
ning to warrant broad public dis- 
cussion and deep community con- 
cern.5 

Specific problems associated with 
proprietary hospital proposals in 
recent years have included: over- 
riding emphasis on commercial in- 
terests rather than community wel- 
. fare; sizes almost universally too 
_ small for efficient operation or good 
quality medical care; lack of com- 
munity representation on hospital 
decisions; lack of community in- 
formation on financial operations; 
disregard of community need as a 
criterion for construction; medical 
leadership by physicians of ques- 
tionable motives and backgrounds; 
sponsorship by persons with crim- 
inal records and crime syndicate 
associations.? Some of these prob- 
lems are of so serious a nature that 
the community must be protected 
against them at all costs. But de- 
veloping adequate protection 
against these real dangers may re- 
quire the establishment of tighter 
social, legal and professional con- 
trols that will affect all hospitals. 
Thus, dealing effectiyely with the 
proprietary hospi problem will 
not only make it dificult to enlist 
the cooperation of proprietary hos- 
pitals in community-wide planning 
but may generate implementation 
difficulties with nonproprietary 
hospitals as well. 


PHYSICIAN INTERESTS 


A final example of a source of 
possible implementation problems 
is the medical profession in its re- 
lationship to hospital planning.? A 
fact that seems to be frequently 
overlooked is that physicians, 
through their actions and decisions, 
exert a major influence on the 
shaping of a hospital system. It 
follows naturally then, that if de- 
sirable changes are to be brought 
about in the hospital system, this 
will entail some changes in the de- 
cisions and actions of physicians as 
well as hospitals. It seems reason- 
able to assume that physicians will 
be willing to change their actions 
and decisions in appropriate ways 
only if they fully understand why 
the change is necessary and desira- 
ble and if their major interests are 
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protected while bringing about the 
change. 

The planning agency will be en- 
deavoring to help ensure that the 
community’s physicians have avail- 
able to them adequate hospital fa- 
cilities in convenient locations and 
that the physicians’ right to control 
the practice of medicine is not 
violated. At the same time, how- 
ever, the agency will be pursuing 
community interests in areas that 
may bring it into opposition with 
the interests of some physician 
groups. Its efforts to control un- 
desirable proprietary hospital 
growth, for example, will cause it 
to oppose physicians who attempt 


to establish such institutions on a 


less than satisfactory basis. The 
planning agency’s efforts to pre- 
vent the construction of excessive 
or duplicative hospital facilities 
may represent unwelcome intru- 
sions to physicians who have been 
demanding more facilities. Finally, 
the planning agency’s interest in 
promoting more effective and effi- 
cient use of existing hospital facili- 
ties may call for organizational 
changes in the ways physicians use 
these community-owned facilities 


—changes that could conceivably 
run counter to the vested interests 
of some members of the physician 


group. 
As these few examples clearly 


show, the planning agency has 


more than ample opportunity to 
come into opposition with the 
wishes of various hospital and phy- 
sician groups in its community as 
it attempts to carry out its job of 
community-wide hospital planning. 
How then can it possibly imple- 
ment a program that forces it to 
oppose the proposed plans of more 
groups than those it encourages? 
What implementing tools are avail- 
able to it for dealing effectively 
with the problems it has to face? 
Curiously enough, the most po- 
tent weapons the planning agency 
has at its command are intangibles 
—the three old-fashioned virtues 
of competence, courage and integ- 
rity. In the absence of direct con- 
trols or statutory uthority, the 
planning agency mu:t rely for its 
influence primarily on the respect 


and confidence that it generates in 


the community, the hospitals and 
the medical profession. By develop- 
ing a program that is obviously 
sound and sensible, by being scru- 


pulously fair and objective in deal- 
ing with all the problems brought 
to it and by steadfastly standing up 
for the community interest against 
any and all pressures, the planning 
agency can create the respect and 
confidence that are necessary to 
put across most of its program. 


THE MOST IMPORTANT TOOL 


Perhaps the single most import- 
ant implementing tool used by the 
planning agency is its ability to 
convince community groups, hos- 
pitals and physicians that the 
course of action it finally recom- 
mends is the most logical and de- 
sirable of the alternatives avail- 
able. 3 
In situations, for example, where 
two or more hospitals have made 
plans to fill the same need, or 
where a hospital plans to fill a need 
that does not really exist, or where 
the need is genuine but the plans 
to meet it are possibly inappropri- 
ate, community interest demands 
that a clear-cut evaluation be 
made, on the basis of what will be. 
best for the entire community in 
the long run. Community interest 
also demands that the final recom- 
mendation be an effective one; — 
namely, that the various interested 
parties abide by the recommenda- 
tion rather than take matters into 
their own hands if the recommen- 
dation does not go their way. 

In arriving at its recommenda- 
tions, therefore, the planning 
agency would develop and make 
use of the following: 

1. A research analysis of the 
area’s hospital caré needs 

2. A statement of the over-all 
goals set for the hospital system 

3. A list of the specific criteria 
to be applied in the evaluation of 
the proposed projects: 

4. A detailed statement of the 
proposed plans and the reasoning 
behind them 

5. An account of any special 
factors that should be considered 

6. Information from visits to the 
hospitals involved and to the pro- 
posed sites of construction 

7. Viewpoints from discussions 
with the appropriate hospital, 
physician and community groups, 
singly or together 

8. Relevant data from its own 
extensive store of research infor- 
mation. 

The planning agency would then 
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study the various proposals care- 
fully, balancing over-all communi- 
ty need and long-range system 


goals with the individual needs of 


the particular institutions, in ar- 
riving at its view of what would be 
the most effective course of action. 

Experience has already shown 
that most hospital groups have a 
deep sense of community responsi- 
bility and can be satisfied by this 


type of careful analytical review.* © 


If they have confidence in the pro- 


cedures and in the objectivity of 


the planning agency, most hospital 
groups can be convinced that they 
should pursue, amend, postpone, or 
abandon their plans, in accordance 
with the planning agency’s recom- 
mendations, particularly when they 
have full access to the facts and 
reasoning behind these recom- 
mendations. In many cases, hospi- 


tals seek advice from the planning 
agency ahead of time,-so that their _ 
plans can be shaped in advance to 


fit the best interests of the com- 
munity. For those few hospitals 
which cannot be convinced, as well 
as for those with endorsed pro- 
grams, the planning agency does 
have other implementing tools 
available to it, which can effec- 
tively help or hinder a —e- in 
carrying out its plans. 


SUPPLEMENTARY TOOLS 


The first of these supplementary 
implementing tools is publicity. By 


- carrying its case to the community 


at large, the planning agency can 
help to win active community sup- 
port for projects that earn its en- 
dorsement and can actively dis- 
courage community support of 
projects that appear not to be in 
the community’s best interests. 
Since the planning agency’s evalua- 
tive review will have been carried 
out openly and objectively and will 
have arrived at a defensible, logi- 
cal conclusion, its position can only 
be strengthened by public scrutiny. 
Few hospital groups will be will- 
ing, in the glare of public attention, 
to pursue a program that has been 
objectively determined to be op- 
posed to the public interest. 

The second of the major supple- 
mentary tools of implementation ‘is 
influence with sources of financing. 
Almost all hospital groups must 
obtain outside financing of some 
kind for their construction proj- 
ects. The sources to whom they 
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apply for funds—individuals and 


corporate donors, mortgage com- 
panies, etc.—frequently do not 
have an adequate basis for evalu- 
ating the large numbers of appli- 
cations they receive each year. 
Consequently these sources are 
more and more frequently using 
hospital planning agency evalua- 
tions of proposed: hospital projects 
as a basis for their own decisions 
on fund allocations. 

In a similar way, state Hill- 


Burton agencies are coming to rely 


more heavily on the evaluations of 
metropolitan planning agencies in 
determining the allocations of 
funds for these areas. In some 
cases, such as in New York state, 
the metropolitan planning agency 
has been officially designated as a 
local arm of the state Hill-Burton 
agency. 

On the operating side, Blue 
Cross Plans, too, have found plan- 
ning agency evaluations helpful in 
determining hospitals’ eligibility 
for membership. In Michigan, for 
example, the Blue Cross Plan sets 
planning agency endorsement as a 
definite requirement for member- 
ship. These trends indicate that 
planning agencies, by virtue of the 
evaluative services they render to 
sources of hospital funds, are be- 
coming an increasingly important 
influence in determining how hos- 
pital funds are allocated. 

Although publicity and influence 
over financing are both potentially 
powerful implementing forces, it 


‘should be noted that they are 


both indirect methods of imple- 
mentation and rely for their ef- 
fectiveness on the esteem which 
the planning agency has generated 
in the community. As long as the 
planning agency’s judgments are 
highly respected, its influence will 
continue to grow. If its judgments 
become inaccurate, biased or er- 
ratic, its influence with hospitals, 


donors and other groups will di- 


minish. There is, therefore, includ- 
ed in this approach to planning, a 
built-in check against the arbi- 
trary exercise of control by the 
planning agency, while at the same 
time its implementing tools are 
potentia!ly powerful enough to en- 


able it to carry out an effective 


program of coordinated hospital 
planning. | 

It should be noted that the re- 
search-implementation approach to 


coordinated hospital planning de- 
scribed here combines the princi- 
pal advantages of other planning 
approaches while avoiding their 
major weaknesses. The research- 
implementation approach has the 
broad vision and goal-orientation 
of the “master plan” approach, 
without being rigid, static, arbi- 
trary, or overbearing. Like the 
“composite of hospital plans” ap- 
proach, it emphasizes individual 
hospital planning, but instead of 
confining the over-all plan to the 
sum of existing individual plans, 
it helps hospitals to shape their 
planning toward an over-all con- 
cept. It also makes effective use of 
a “process of interaction” approach 
in implementation, but keeps its 
goal-setting activities free from 
the taint of expediency. 


A MEANS FOR VOLUNTARY CONTROL 


By far the most important ad- 
vantage of this approach, how- 
ever, is that it offers a feasible 
way to achieve voluntary control 
over the voluntary hospital sys- 
tem. Rational guidance is provided 
by objective research, in the form 
of measures of over-all com- 
munity need and definitive long- 
range goals. Implementation of the 
goals relies primarily on persua- 
sion rather than direct control in 
achieving a reasonable balarice be- 
tween the needs of individual in- . 
stitutions and total community 
welfare. Over a period of time, 
under a research and implementa- 
tion program of this kind, any 
metropolitan hospital system can 
move definitely in the direction 
of improvement-producing over- 
all goals, with a minimum of in- 
fringement on the planning free- 
dom of individual hospitals and 
within a social policy framework | 
established by representatives of 
the community as a whole. 

Any hospital system can set and 
achieve goals if its hospitals and 
physicians will allow themselves 
to be brought under this moderate 
kind of voluntary control. There 
are those who doubt that it can 
or will be done. A recent three- 
year study of the organization and 
financing of medical care, spon- 
sored by the Brookings Institution 
and Ford Foundation, concludes: 
“Ideally one would like to see a 
maximum degree of self-regula- 

(Continued on page 105) 
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century, the practice of medi- 
cine has made extraordinary prog- 
ress. This period saw the develop- 
ment of antibiotics, starting with 
Prontosil®, the forerunner of the 
sulfa drug family; various forms 
of penicillin, including a synthetic 
preparation, and numerous “my- 
cins”. Vaccines against diversified 
infectious diseases, including po- 
liomyelitis, were also made avail- 
able. Vitamins and their de- 
rivatives were incorporated into 
the medical armamentarium, espe- 
cially in the treatment of diseases 
caused by nutritional deficiency, 
pernicious anemia and other he- 
matologic disorders. Chemotherapy 
contributed its share in the fight 
against organ-malignant disease 
and bloodstream dyscrasias. More 
effective compounds for the amel- 
ioration of mental illnesses were 
also added during this period. 
Newer and safer anesthetic agents 
were provided, making it possible 
to perform more complicated and 
prolonged surgery. The relation of 
abnormal fat metabolism to ather- 
osclerosis and coronary vessel oc- 
clusion was enunciated. Synthetic 
thyroid hormones were prepared, 
which joined the unsaturated fatty 
acids in reducing blood cholesterol 
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URING the past quarter of a 


by J. A. ROSENKRANTIZ, M.D., 
ond M. MAXIM ASA, Ph.D. 


Because the establishment of sep- 
arate cardiac, pulmonary, renal and 
peripheral vascular sections in a hos- 
pital is costly in terms of personnel, 
space and equipment, efficiency and 
patient care, the authors suggest or- 
ganizing the sections into an_ inte- 
grated hemodynamics department. 
They describe how this was done at 
one hospital. 


levels. New drugs, like guanethi- 
dine, used in the treatment of pa- 
tients with hypertension were 
synthesized. One type of high 
blood pressure, caused by a nar- 
rowing of the kidney arteries, was 
reported as successfully treated by 
excising the occluded portion of 
the artery and replacing it with a 
synthetic patch or graft. Plastics 
were used to restore sections of 
large arteries which had been re- 
moved because of pathological 
obliteration of the lumen. Sur- 
geons operated with microscopes 
to restore vascular, nerve and car- 
diac tissues to normal function. 
Organ and tissue transplants, for 
example of the cornea, or bone 
and bone marrow, have been made 
possible, and it is hoped that 
some day the kidney and heart 
may become transplantable also. 


NAMICS DEPARTMENT 


- Automation also entered the 
field of medicine. The electron 
microscope proved an effective 
tool; laboratory equipment was 
designed for automatic blood and 
body fluid biochemical analysis, 
and monitoring systems and com- 
puters were produced for clinical 
control of patient care and to as- 
sist medical scientists. Electronics 
entered medicine with the devel- 
opment of instruments to provide 
rapid and accurate information 
concerning the physiological func- 
tions of the heart, muscles, nerves 
and brain, and electronic equip- 
ment can now restore irregular 
heart beats to normal rhythm or 
“start” a heart that has gone into 
arrest. An artificial kidney has 
been invented to work for pa- 
tients whose kidneys shut down 
following shock or toxemia. Heart- 
lung perfusion equipment was 
fashioned and repeatedly modified 
until today these machines re- 
quire little blood priming and are 
used in cardiac and cerebral sur- 
gery. 

The field of radiology improved 
diagnostic and therapeutic tech- 
niques. High-speed radiographic 
equipment was introduced. Fluo- 
roscopic screens were intensified, 
faster x-ray films were fabricated 
and cine-radiography was made 
available to clinicians investi- 
gating cardiovascular disease. In 
radiotherapy, the use of high-volt- 
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with the SP SERVICE PROGRAM for repackaging 
and resterilization of unused inner envelopes at no 
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Floor plan of Newark Beth Israel Hospital's department of hemodynamics 


age x-ray, radioactive cobalt and 
protons was introduced in cancer 
therapy. The atom supplied many 
radioisotopes routinely used as 
diagnostic and therapeutic tools. 


HOSPITALS—A FOCAL POINT 


It is not surprising that modern 
hospitals kept pace with these ad- 
vances and that. patients and 
physicians have come to rely on 
the hospital to provide all modern 
facilities which are not available 


in the patient’s home or the physi- 


cian’s office. The hospital has 
become the focal point for the ap- 
plication of new medical knowl- 
edge and specialized services 
which must be hospital-centered. 
Modern practice of medicine re- 
quires the hospital to organize and 
give support to medical care for 
which the physician has primary 
responsibility. Hospital _adminis- 
_ tration, for example, with the co- 
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operation and planning of the 


medical staff, has established sep- 


arate cardiac, pulmonary, renal 


_ and peripheral vascular sections to 


study and treat disorders in these 
respective fields. These sections 
have often worked independently, 
requiring separate space, equip- 
ment and technical assistance. In 
some hospitals, however, there has 
been partial consolidation, such as 
merging the cardiac and pulmo- 
nary sections. 

Because such separation is 
costly in terms of personnel, space 
and equipment, and in lack of effi- 
ciency in terms of total patient 
care, the authors propose that 
these sections be organized into 
one hemodynamics department. 
The need for this type of planning 
can be illustrated in many ways. 
In heart surgery, for example, it is 


possible to lose the patient post- 


operatively even though the sur- 


gical objectives were achieved 
successfully. As a result of physio- 
logical changes in the patient’s 
hemodynamics, a kidney may go 
into a shutdown, lungs may be 
affected, or electrophysiological 
conductivity may be altered. With 
perceptive planning, these prob- 
lems might never occur, especially 
if the renal physiology section 
with its artificial kidney, the pul- 
monary section with its diagnostic 
and resuscitative equipment and 
the vascular section with its car- 
diac arrest team, were imme- 
diately available. Such coordinated 
effort will greatly increase the ef- 
ficiency of carrying out a patient’s 
treatment plan from hospital ar- 
rival to discharge. 

At the 500-bed Newark (N.J.) 
Beth Israel Hospital, such a plan 
was conceived, developed, imple- 
mented and placed into operation 
in existing laboratory space. To- 
gether with the architects, an effi- 
cient integrated unit has been de- 
signed, which will be constructed 
shortly. The floor plan can be seen 
in the figure to the left. | 


DEPARTMENT MAKE-UP 


The hemodynamics department 
is composed of the following sec- 
tions: : 

The cardiodynamics section. This sec- 
tion is further divided into three 
subgroups: the cardiodynamics 
conference, the cardiac catheteri- 
zation team and the open-heart 
surgery team. 

The members of the cardiody- 
namics conference are cardiolo- 
gists, internists, pediatricians, oto- 
laryngologists and surgeons. These 
physicians are extraordinarily 
versed in all phases of cardiovascu- 
lar and cardiopulmonary problems 
and have a thorough knowledge 
and understanding of all the physi- 
ological aspects of these diseases. 
The conference meets weekly for 
collective review of cases referred 
to it for opinions and diagnoses. 

The cardiac catheterization 
team, chaired by an internist, in- 
cludes cardiologists and internists 
who are skilled in all aspects and 
techniques of cardiac catheteriza- 
tion. The team is also supported by 
a physiologist, biochemist, a con- 
sultant radiologist, anesthesiologist 
and specialized nurses. The cathe- 
terization team follows a careful 
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protocol submitted to them by the 
conference and works in a specially 
equipped room located within the 
hemodynamics department. As can 
be observed in the floor plan, this 
room is situated so that it is easily 
accessible to the other vital sec- 
tions and is adjacent to the radi- 
ology department with which the 
catheterization team works closely 
in many procedures. Some of the 
highly specialized equipment in- 
cluded in this catheterization room 
is: a high-speed x-ray apparatus 
with image intensifier and attach- 
ments for television or cine- 
radiography; an eight-channel 
polygraph for monitoring physio- 
logical data; a power injector for 
angiography; a pulmonary func- 
tion testing apparatus; biochemical 
and physiological laboratory equip- 
ment, and emergency cardiac and 
pulmonary resuscitative apparatus. 

The open-heart surgery team, 
chaired by a cardiac surgeon, in- 
cludes a biochemist, specially 
trained scrub and circulating 
nurses and a trained pump techni- 
cian. At present, the entire team 
functions weekly in the tedious 
process of clinical preparations 
through animal surgery and ex- 
haustive studies of specific physio- 
logical problems. These problems 
include profound hypothermia, 
both general and segmental, and 
hemodynamic changes related to 
flow and oxygenation. Much time 
is now being spent on the develop- 
ment of new equipment to enhance 
the safety of these complicated 
cardiac surgical procedures. Some 
of the equipment now in use, which 
was built and acquired specifically 
for this section, includes the heart- 
lung machine, a profound hypo- 
thermia unit, an electromagnetic 
flow meter, an eight-channel scope 
polygraph for physiological moni- 
toring and a well-equipped bio- 
chemistry laboratory. 

The vascular section. This section 
includes the vascular surgery, the 
peripheral vascular disease diag- 
nostic laboratory and an emer- 
gency cardiac resuscitation team. 
The vascular surgeon in charge of 
this section is assisted by special- 
ists, such as surgeons, internists, 
a physiologist, a research associate 
and technicians. In function, there 
are two aspects to this section. 
The primary one is the clinical 
care of patients, which includes 


vascular surgery, arterial grafts, 
insertion of an internal pacemaker 
and diagnostic procedures utilizing 
objective peripheral flow measure- 
ments. The second aspect, which 
is primarily research, has its im- 
portant application to clinical care. 
An example is the present study of 
the use of the closed-heart mas- 
sage as opposed to the open-heart 
massage method in cardiac resus- 
citation and its relation to blood 
flow and pressure. Research is also 
in progress to develop and im- 
prove equipment for diagnostic 
and clinical care. A unique team 
of specialists which carries its 
functions into the entire hospital 
operation has been developed by 
this section. The team responds to 
an emergency cardiac arrest call 
anywhere in the hospital. The team 
is notified over the hospital inter- 
communication system by the code 
call “Dr. Pacemaker’’. 

The room allocated to the vas- 
cular section, as can be seen in the 
floor plan, is located adjacent to 
the catheterization room and radi- 
ology department. It is an air-con- 
ditioned and humidity-controlled 
room. The equipment in the room 
includes a high impedance ple- 
thysmograph, a multichannel tele- 
thermometer, a sine wave flow 
meter, a multichannel polygraph, 
an external pacemaker defibrilator 
assembly (similar to other units 
placed in vital areas of the hospi- 
tal) and a transistorized portable 
pacemaker unit. 

Pulmonary physiology section. There 
are two major areas of investiga- 
tion for this section—the clinical 
diagnostic work-up for pulmonary 
function and the work tolerance 


tests to assess energy cost during. 


normal activity of daily living and 
under stress conditions. Through 
the activities of this section, spe- 
cial physical fitness tests can be 
developed as a means of evaluat- 
ing disability. The personnel in 
this section include a cardiopul- 
monary physiologist, internists, an 
experimental physiologist, cardiol- 
ogists, highly trained technicians, 
research associates, residents and 


research fellows. In the area of 


work tolerance testing, a research 
chair will be occupied by a leading 
research physiologist. This pul- 
monary physiology section is lo- 
cated adjacent to a special labora- 
tory which also serves the cardiac 


and vascular sections. 

‘Work being done at present in 
the section includes: clinical car- 
dio-pulmonary function testing, 
drug evaluation and output studies 
during cardiac catheterization. 
Equipment presently in use in- 
cludes elaborate pulmonary test- 
ing apparatus with adjacent pul- 
monary analyzers, a number of 
respirometers, gas analyzers, a dual 
channel recorder and analytical 
physiological laboratory equip- 
ment. Equipment to be added for 
the work tolerance purposes will 
be a multichannel polygraph, bi- 
cycle ergometer, graded work plat- 


forms, treadmills, etc. 
renal physiology section. The 
personnekcomplement of this sec- 


tion includes medical, urological 
and surgical specialists supported 
by a physiologist, biochemists and 
laboratory personnel, hospital resi- 
dents and a research fellow and 
associate. At the present time, it is 
one of the few functioning kidney 
dialysis teams in this state. To en- 
sure the competent performance 
by all members of the team during 
a renal shutdown, weekly experi- 
mental sessions, using the artificial 
kidney, are conducted on animals. 
During these sessions, specific 
problems of salicylate intoxication, 


ultra filtration, etc., are studied. 


This section was planned to 
achieve operating room privacy 
for the time-consuming dialysis 
procedure. However, the section is 
easily accessible for medical and 
nursing supervision and for spe- 
cialized and continued laboratory 
coverage. (See floor plan, page 57.) 
The equipment contained in the 
section includes the artificial kid- 
ney, cardiopulmonary monitoring 
equipment, complete biochemical 
laboratory facilities and chemical 
and medical supplies. 

Cerebral-vascular section. This sec- 
tion is chaired by a neurosurgeon 
assisted by an otolaryngologist, a 
vascular surgeon, a consulting ra- 
diologist, a physiologist and bio- 
chemist, a specially trained pump 
technician and a scrub nurse. The 
chief function of the section is 
the clinical management and con- 
tinuous investigation of regional 
brain perfusion. Chemotherapeutic 
agents are introduced via the 
carotid artery and isolated from 
systemic circulation. The cerebral- 

(Continued on page 107) 
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EFORE one can talk intelligent- 

ly about the functions of a 
standardizationcommittee, he 
should arrive at an acceptable 
definition of standardization. For 
the purpose of this discussion, I 
submit the following: Standardi- 
zation is a continuing process to 
establish a measurable or recog- 
nizable degree of uniformity in the 
purchasing and consumption of the 
supplies and equipment used in the 
hospital. 

It is a continuing process be- 
cause once a standard has been es- 
tablished, the standard must be 
reviewed as frequently as possible 
to assure that it has not become 
outmoded and in need of revision.! 
The degree of uniformity arrived 
at will not always be absolute be- 
cause it may be found that al- 
though the specifications for a 
single type of white coat are satis- 
factory in general, the exposure to 
chemicals in the laboratory may 
make it advisable to purchase for 
use in that area a less expensive 
garment that can be discarded at 
frequent intervals. The degree of 
uniformity should be either meas- 
urable or recognizable, however, or 
there will be no evidence of suc- 
cess in the attempt to standardize. 

There should be standardization 
not only in the purchase of sup- 
plies, but also in their use, because 
otherwise much time will be spent 
in trying to save money in the 
purchasing of standardized sup- 


Mark Berke is director, Mount Zion Hos- 
pital and Medical Center, San Francisco. 

This paper was.presented at the Ad- 
vanced Institute on Hospital Purchasing 
of the American Hospital Association, San 
Francisco, Dec. 7, 1960. 
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IS A 


STANDARDS 
WORTHWHILE? 


by MARK BERKE 


The author describes the common 
objectives and possible composition of 
a standards committee to work with 
the purchasing agent in the evalua- 
tion and selection of equipment and 
supplies. He also points out its ad- 
vantages and disadvantages and sets 
down some guidelines for those pro- 
posing to establish such a committee. 


plies, only to have the savings 
vanish quickly when the supplies 
get to the consumption area. This 
is an aspect of standardization that 
has not been sufficiently discussed 
and it merits serious consideration 
because a sound purchasing pro- 
gram goes far beyond merely ac- 
cepting requisitions and placing 
orders. It begins before the requi- 
sition is received, and it continues 
after the goods have been deliv- 
ered, inspected and put into serv- 
ice.” 


OBJECTIVES OF THE COMMITTEE | 


-.The objectives of a standardiza- 
tion committee can be summarized 
as follows:* 

1. To review, study and select 
standard items of equipment and 
supplies. 

2. To provide purchasing and in- 


ventory savings by reducing the 
number of items used to do the 
same or related jobs. | 

3. To review and evaluate exist- 
ing and new items of equipment 
and supplies with a view to im- 
proved service. 

4. To insure adequate interde- 
partmental review and. discussion 
of equipment and supply selection. 

5. To provide channels for ef- 
fective evaluation of the sugges- 
tions and complaints of staff mem- 
bers regarding equipment and 
supplies. 

6. To encourage suggestions and 
direct special attention to the se- 
lection of labor-saving devices and 
equipment. 

These objectives make it obvious 
that a standardization program is 
not something to be entered into 
lightly. Many people are involved 
in the program, and the effects of 
a failure due to poor planning or 
insufficient consideration of the 


‘complexities and difficulties in- 


volved can be disastrous. 


COMPOSITION OF THE COMMITTEE 


The composition of the commit- 
tee will vary from hospital to hos- 
pital, but the basic membership 
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could consist of the following.‘ 

1. A representative of adminis- 
tration, who will act as chairman. 

2. The purchasing agent. 

3. A representative from nursing 
service. 

4. The storekeeper. 

5. The pharmacist. 

6. A representative from the 
medical staff. 

This is a small, workable group 
to which other people can tem- 
porarily be added when items are 
being considered which affect 
groups not represented on the 
committee. In addition, subcom- 
mittees involving other depart- 
ment heads or personnel can be 
readily used when research or con- 
sultation is needed, as can also 
existing committees, such as the 
drug committee or operating room 
committee. This is particularly ad- 
vantageous in the involvement of 
more than one medical staff repre- 
sentative in the activities of the 
standardization committee, and is 
especially desirable when one con- 
siders the fact that no standardi- 
zation committee can be successful 
unless it has the understanding 


and support of the medical staff. 


Tenure on the committee 
should be as long as possible to 
assure continuity of thinking and 
the type of teamwork that comes 
from a group accustomed to 
working together. Since, if sub- 
committees are used as suggested 
above, many other people will be 
exposed to the workings of the 
committee, it would not appear 
necessary to have the relatively 
fast turnover of membership which 
is normally advisable in commit- 
tee work. 

At this stage of the discussion, 
a word needs to be said about the 
relationship of the purchasing 
agent to the standardization com- 
mittee, since a significant number 
of the purchasing agents with 
whom I have discussed this pro- 
gram fear that the committee will 
usurp some, if not many, of the 
prerogatives and decision-making 
functions of the purchasing agent. 
If the purposes and functions of 
the committee have been clearly 
and unequivocally defined, and if 
the committee is competently led, 
this fear is unfounded. The rela- 
tionship of the committee to the 
purchasing agent is a staff one, 
not a line relationship, just as the 
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relationship of the purchasing 
agent to other department heads is 
a staff relationship. The commit- 
tee should act in an advisory and 
consultative capacity to the person 
who is actually responsible for 
purchasing. If the committee 
should ever become an “action” 
body, it will defeat the purpose for 
which it was created, and this will 
undoubtedly end in its own disso- 
lution. For this reason, among 
others, it is important that the 
committee be led by a represen- 
tative of administration so that 
any conscious or unconscious tend- 
ency to go beyond the bounds of 
its authority can quickly be cor- 
rected. 


ADVANTAGES OF THE COMMITTEE 


The advantages of a standardiza- 
tion committee are manifold, and 
many of them:are obvious. First, 
there is the dollar savings that can 


be effected when stock items, such © 


as needles and syringes, are stand- 
ardized. One hospital, for example, 
reported that it reduced its in- 
ventory on needles from 45 differ- 
ent sizes to 18 sizes.5 Another hos- 
pital reported that as a result of 
standardizing its surgical dress- 
ings, it saved almost $18,000 per 
annum, with the elimination of 20 
old types of dressings and 654 days 
of hand labor.® 


The lower inventories which re- 


sult from this practice release 
money for other purposes. Fur- 
thermore, with fewer items, larger 
quantities can be purchased, there- 


National 
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by opening up the possibility of 
larger discounts or better prices. 
The reduction in the number of 
items for doing the same job will 


result in a decrease in the amount 


of time required for the handling 
of the various stock records, and 
will probably lead to more care- 
fully prepared and less time-con- 
suming requisitions from the vari- 
ous requisitioning centers. 

In addition to the above and 
similar advantages, one must not 
overlook the real and lasting ben- 
efits that will accrue to the in- 


stitution from the workings of a. 


multidiscipline group meeting to- 
gether regularly and working out 
problems and ideas which are 
philosophically noncontroversial in 
character. This is an _ excellent 
opportunity to establish a new 
channel of communications, with 
physicians and hospital personnel 
interacting on one another, learning 
one another’s problems, in a help- 
ful and cooperative atmosphere. 


DISADVANTAGES OF THE COMMITTEE 


There are, of course, disadvan- 
tages to the establishment of a 
standardization committee, and 
these need to be faced squarely if 
they are to be handled adequately. 
I might note here that none of 
these disadvantages is sufficient in 


itself to lead to a negative decision » 


regarding the creation of the com- 
mittee, but taken as a group, they 
could easily lead to failure of the 
committee’s mission unless they 
are given careful consideration in 
the committee’s formative stage. 


The first is one that has already | 
been alluded to: the danger that . 


freedom of action by. the purchas- 
ing agent will be curtailed. It is 
true that while sound leadership 
will ensure that the purchasing 
executive’s prerogatives are not 
interfered with, group considera- 
tions and group recommendations 
will circumscribe his actions in the 
pertinent areas. This danger how- 
ever, is mitigated by the pur- 
chasing agent’s own participation 
in the committee’s processes so 
that the committee should never 
find itself at variance with the 
purchasing agent’s ideas, provided, 
of course, that the latter’s think- 
ing is wise and practical. 
Another disadvantage of the 
committee is the amount. of time 
it consumes, and the frustrations 
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inherent in attempting to get the 
group to come to a decision. This 
is not peculiar to the standardiza- 
tion committee. It is inherent in 
all committee activities and is the 
penalty which society pays for 
democratic action in an area where 
the authoritarian process would be 
more efficient. We must remember, 
however, that efficiency and ef- 
fectiveness are not synonymous, 
and that group action, while not 
efficient, is more effective than the 
dictates of a single individual in 
those cases when the decision it- 
self will influence the operation of 
a number of people or depart- 
ments. Thus, the price of time and 
delay and frustration is worth the 
end product of effective group ac- 
tion. 

Another danger, and a more 
subtle one, which must be weighed 
by the administrator, is that of 
involving representatives of the 
medical staff in the internal ad- 
ministration of the hospital. Some 
administrators are not enthusias- 
tic about bringing physicians more 
closely into the operating situation 
and where this feeling exists, the 
administrator is presented with a 
real problem. There is no doubt 
that once they are exposed to and 


become part of hospital operations, 


it will be difficult to draw a line 
across which physicians will not 
be permitted to step. Indeed, one 
of the strong points in favor of 
medical staff participation in the 
standardization committee is the 
possibility of favorable joint ac- 
tion in other areas of the hospital. 
It would seem advisable, there- 
fore, that no program of standard- 
ization be undertaken unless the 
administrator is prepared to wel- 
come. greater medical staff partici- 
pation than he is currently receiv- 
ing. 
Assuming, however, that the 
decision has been made to go 
ahead with the establishment of 
the committee, those who will be 
responsible for the work of the 
committee should establish some 
ground-rules for the game. One of 
these rules should be a limitation 
of the work attempted by the 
committee, which should never be 
overly ambitious. The items under 
study should be only a few in 
number at any one time so that 
thinking and planning and inves- 
tigating can be most productive of 


64 


results. It follows, therefore, that 
the items concentrated on, at least 
initially, should be those used in 
large quantities involving the most 
dollars, with the greatest conse- 


quent potential in savings. Pe 


FOLLOW-UP AND EVALUATION 


The committee program should 
have a built-in mechanism for 
follow-up and for evaluation. Fol- 
low-up, especially where equip- 
ment is concerned, may involve 
the acceptance of some responsi- 
bility for the retraining of per- 
sonnel, or the establishment. of 
special inservice training pro- 
grams, or a combination of these, 
depending on the circumstances; 
otherwise, there will be circum- 
stances in which failure to provide 
these follow-up methods will ne- 
gate a great deal of work done by 
the committee. 

Evaluation can have a salutary 
effect on the work of the commit- 
tee, either by confirming the work 
done or by leading the committee 
into new lines of approach. Each 
change recommended by the com- 
mittee should be accompanied by 
an estimate of the cash or labor 
savings to be effected, or of the 


anticipated improvement in 


tient care. After the change has 
been in operation long enough for 
it to be reflected in operations, 
an evaluative study should be 


made to validate the claim of sav- 


ings or improvement in patient 


care. If validation can be made, 
the result will be a stimulation of 
the group to new and greater en- 
thusiasm in their work. If valida- 
tion cannot be obtained, the rea- 
sons why should be studied, and 
the lessons drawn from the failure 
can be taken into consideration 
during the future work of the 
committee. 

The standardization committee 
can perform an important service 
to the hospital. In these days, when 
hosptials are under attack from 
both government and private citi- 
zens, we must not fail to utilize 
any mechanism that will improve 
our efficiency, or that will reduce 
costs, or that will raise the level 
of patient care. To do otherwise 
is to be forced to accept the charge 
that hospitals are inefficient, and 
to erode the confidence that the 
public has in its institutions. bal 
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NOTES AND COMMENT 


New standards issued for floor and wall tile 


The standard types, sizes, shapes and grades of ceramic tile for walls 
and floors are described in a new industry standard* just issued by the 
U.S. Department of Commerce. The new standard, fourth edition of a 
series first issued in 1927, has been revised as needed to reflect changes 


and improvements in industry methods. 


The revised tile standard in- 
cludes new details on flat wall 
floor tiles, mosaic and quarry tile, 
and new illustrations of the cur- 
rently used matching trim shades. 
Two notable additions in this edi- 
tion are a modular size series of 
ceramic mosaic tile and data on 
the new ceramic mosaics with 
abrasive content for safer floors 
where greater resistance to slip- 
ping is desired. 

An important consumer feature 


of the standard is a system of 


grade marking each package with 


blue or yellow “grade-seals’’ to 
assure purchasers that the tile is 


of the proper grade. In addition, 


“master grade certificates” for each 
entire shipment may also be fur- 
nished. Compliance is assured, and 
the integrity and usefulness of the 
standard is thus preserved through 
general recognition and clear iden- 
tification of grades. 

_*The standard is published as Simplified 
Practice Recommendation R61-61, Ceramic 
Tile for Floors and Walls, for sale by the 
Superintendent of Documents, U.S. Gov- 


ernment Printing Office, Washington 25, 
D.C., at 10 cents a copy. — 


HOSPITALS, J.A.H.A. 


4 


Ideas 
Through “Living Research” 


Angelica’s designers work with hospital 
personnel to improve the protective capabil- 
ities of surgical garments. Ideas to increase 
comfort and convenience are also thoroughly 
researched—designs are tested and evaluated 
by doctors, nurses, housekeepers and laun- 
dries in leading hospitals. Here are several 
products of Angelica’s “living research.” 


IDEA: FIRST SCRUB TROUSERS 
WITH ELASTIC WAIST BAND 
No troublesome drawstrings to 
knot around the middle, tan- 
gle in the laundry or need 
frequent repair. Test-laundered 
more than 75 times without 
loss of elasticity. Gives more 
comfort ... cost less to 
maintain. 


IDEA: 

SURGEON’S GOWN HELPS 
PREVENT CONTAMINATION 
New overlapping back gives 
complete back and side pro- 
tection, insures sterility. No 
more pins—gown stays closed 
in any position with side and 
adjustable top ties, tunnel belt. 
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_ Chosen by surgeons in lead- 


IDEA: “STEP-OUT” 
STYLE SCRUB DRESS 
Scrub nurses will wel- 
come this new dress 
which opens from neck to waist in 
back, making it easy to step out of or 
into. Eliminates facial contact with 
perspiration or blood stained garments. 


IDEA: OPERATING CAP 
WITH ELASTIC BAND 


ing hospitals for better fit, 
greater comfort. Preferred 
by housekeepers and laun- 
dry managers, because it 
eliminates knotted and cut 
string ties which are costly 
to maintain. 


IDEA: SHOE COVERS PRE- 
VENT CONTAMINATION 

Complete shoe coverage 
prevents the spread of 
contamination into sterile 
areas. Soft flexible con- 
ductive rubber soles elim- 
inate static build-up. 
Completely washable. 


A 


® UNIFORM COMPANY 


107 W. 48th St., 
New York 36, N. Y. 


1427 Olive St., 1900 W. Pico Bivd., 
St. Louis 3, Mo. Los Angeles 6, Calif, 


317 Hayden St., N.W., Atlanta 13, Ga. 


177 N. Michigan Ave., 
Chicago 1, Ill. 
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Tuna dish (23F-1) 

Manufacturer's description: Precooked and 
ready to heat and serve, this prod- 
uct provides portion control, uni- 
form quality 
and reduces 
waste. The large 
flakes of white 
meat Albacore 
tuna, packed 10 
5 oz. servings to 
a No. 5 can, are 
cooked in a rich 
sauce, comple- 
mented with 
dices of pimento 
and green pepper. John Sexton & 
Pept. H23, Box J.S., 
Chicago 90. 


High speed ironer (23F-2) 

Manufacturer's description: Using large 
size pressure rolls and requiring 
as little floor space as a standard 
8-roll ironer, this apronless, high 
speed ironer houses a special de- 
vice that eliminates the need for 
a mechanical clutch, and also 
accurately controls the required 
amount of pressure to be applied 


to the material being ironed. The 
machines are available in 100, 110 
or 120 in. widths. Super Laundry 
Machinery Co., Dept. H23, 1113 W. 
Cornelia Ave., Chicago 13. 


Disposable T-binders (23F-3) 

Manufacturer's description: These paper 

binders are constructed of two lay- 
ers of 2-ply cellulose wadding with 
intermediate layers of nylon strand 
reinforcement and all fastenings 


New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 


are provided with waterproof ad- 
hesive to withstand autoclaving. 
The binders are folded so that they 
unwrap properly for contour to 
body, are packed in a printed 
bleached sulphite bag, may be au- 
toclaved and are available in both 
male and female sizes. A. S. Aloe 
Co., Dept. H23, 1831 Olive St., St. 
Louis 3. 


Surgical film (23F-4) 
Manufacturer's description: These pre-. 
sterilized, sealed rolls are furnished 
in a choice of two sizes: 24 x 42 
in. or 24 x 18, and are packaged 
in boxes of one doz. This plastic 
sheet, used to isolate the patient’s 


ie: > If you wish to have your name sent direct to the manufacturers of products 
1 and distributors of literature described in this review, check the appropriate 
re items on this coupon, sign your name and address, clip and mail to the Edi- 
ae torial Department of HOSPITALS, J.A.H.A., , 840 North Lake Shore Drive, 
Chicago 11, Illinois. 


PRODUCT NEWS 


Tuna dish (23F-1) Permanent x-ray 


__High speed ironer (23F-2) 

Disposable T-binders (23F-3) 
gical film (23F-4) 

—__ Safety crib (23F-5) 

—____Plastic swinging doors (23F-6) 
__——EENT CHAIR (23F-9) 
_____Avtomatic water softener (23F-7) 


PRODUCT LITERATURE 


planning guide (23FL-1) 
_.____Feod service equipment (23FL-2) 
_____Electronic medical system (23FL-3) 


NAME and TITLE 


—______Flaked ice machine (23F-11) 
___Electric range (23F-12) 
__ Damp weather floor runners (23F-13) 
—_____Swivel chairs (23F-14) 


Parenteral administration (23FL-5) 
labels (23FL-6) 


identification (23F-8) 
Glass crusher (23F-10) 


Patient summary forms (23FL-4) 


HOSPITAL 


ADDRESS 


(Please type or print in pencil) 


skin from the surgical wound and 
to maintain an aseptic field during 
surgery, is adhered to the surgical- 
ly prepared operative site and sur- 
rounding field with spray-on sterile 
surgical adherent. Aeroplast Corp., 
Dept. H23, Station A, Box 1, Day- 
ton, O. | 


Safety crib (23F-5) 


Manufacturer's description: To eliminate 


the possibility of a child injuring 
himself by falling over the side or 
end of a crib, this safety crib pro- 
vides an upper ‘section of heavy- 
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NEW PILLOW SPEAKER 

WITH REMOTE CONTROLS PUTS 
SERVICE...SECURITY...ENTERTAINMENT 
AT PATIENT'S FINGERTIPS 


Executone’s advanced engineering—and thorough 
knowledge of hospital problems—has produced 

this remarkable multi-purpose pillow speaker. The 
new unit is an audio-visual nurse-call cord set... 
a high-quality sound reproducer . . . radio station 
and TV channel selector . . . and volume control— 
all in one. Check these unique features: 


@ Eliminates the expense and clutter of individual radios. Brings 
entertainment from one central source. Patient may choose any one of 
five channels of AM or FM broadcasts, recorded music, chapel services, etc. 


@ Separate TV control provides simplest possible channel selection. 


@ Reception is clear, uniform, static-free. Patients in adjoining beds are 
free to choose radio or TV programs independently, without interference. 
Patients who prefer to sleep or read are not bothered. 


@ Nurse call button—and selector buttons—have durable palladium 

contacts of special design, for utmost reliability. 

® Sturdy housing has high resistance to shock and moisture; can be 

quickly sterilized. 

IN BED-CARE © All patient-nurse conversations utilize the separate wall station, to 

assure clear uninterrupted voice communication at all times. This 

COMMUNICATIONS! 7 ultra-sensitive unit can monitor even: the faintest sounds in a patient’s 

room ...can’t be fouled or disengaged. 


@ Foolproof volume control affects only entertainment; does not alter 
patient-nurse communication level. 


@ Bed clamp cannot be removed or lost . . . will not stain or damage linens. 
@ Entire cord-set is instantly removable . . . can be freely interchanged 
with other specialized Executone cord-sets (geriatric, explosion-proof, 

etc.) if the plug is accidentally pulled out, nursing personnel is 
automatically summoned. 


@ Wall station li assure patient of proper call registration and 
maintenance of his privacy. 


ADVANCED EXECUTONE SYSTEMS FOR NEW AND EXISTING HOSPITALS 


Audio-Visual Administrative Doctor’s Register Sound Distribution 
Nurse Call Systems Communications and Message Center Systems and Paging Systems 


For detailed information, write to: 
Executone, Inc., 415 Lexington Avenue, Dept. J-5, New York 17, N. Y. 


| Name . 
Address City State 
COMMUNICATION and SOUND SYSTEMS in Canada: 331 Bartlett Ave., Toronto 
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gauge, transparent plastic film that 
extends above the sides and ends 
of the crib and prevents a child 
from climbing out. The 21l-in. ex- 
tension above the 23%-in. enam- 
eled steel sides precludes the nec- 
essity for nets, halters, or other 
mechanical restraints. The crib is 
available in 30 by 60 in. over-all 
size with flat link, tilting and gatch 


springs. The Hard Mfg. Co., Dept. 
H23, Box 427, Buffalo 5. 

(Editor’s note: This announce- 
ment, which ran in the Sept. 16 
issue, described 'the sides as “wood- 
en” rather than “enameled steel’’.) 


Plastic swinging doors (23F-6) 

Manufacturer's description: These light- 
weight, plastic doors, available in 
varied colors and hinged to swing 
in two directions, are designed to 
provide insulation and easy access 
for cold storage, controlled tem- 
perature and other refrigerated 
areas. An 8 in., % in. thick circu- 
lar glass window in each door pro- 
vides visibility, aids in preventing 
collisions, and the wire reinforcing 
within the glass minimizes splin- 


tering in case of breakage. Jamison 
Cold Storage Door Co., Dept. H23, 
Hagerstown, Md. 


Automatic water softener (23F-7) 
Manufacturer's de- 
scription: Specifi- 
cally designed 
for high flow 
rate applications 
in hospitals and 
other institu- 
tions, and for 
general boiler 
protection, this 
automatic water 
softener pro- 
vides one heavy gauge tank that 
does not require a separate brine 
tank. The custom-made full-flow 


distributor eliminates clogging and > 


also reduces the hazards of corro- 
Sion. Patent pending. Zerosoft 
Water Co., Dept. H23, 4985 Elston 
Ave., Chicago 30. 


Permanent x-ray identification 
(23F-8) 


- Manufacturer's description: This radio- 


opaque label tape, which enables 
permanent x-ray identification, can 
be prepared by use of typewriter, 
Address-o-graph plates, or ball 
point pen and will reproduce fixed 


hospital and variable patient in- 
formation on x-ray film at time of 
exposure, The self-adhering back- 
ing on the tape aids in eliminating 
sliding or misidentification and is 
adaptable to any filing system. 
X-Rite Label Co., Dept. H23, Grand 
Rapids, Mich. 


EENT chair (23F-9) 

Manufacturer's description: Powered by 
means of a sealed hydraulic mech- 
anism, this chair has a _ single 
pedal on both sides which fraises 


and lowers the seat. The upholster- 
ing is genuine leather; the base is 
finished in baked enamel; the floor 
to seat height is 20 in., and the 


over-all height is 39% in. F. & F. 


Koenigkramer Co., Dept. H23, 
Cincinnati. 


Glass crusher (23F-10) 
Manufacturer's description: Constructed 
of steel and electrically operated, 
this portable, 
U.L. approved, 
compact piece 
of equipment 
reduces storage 
space of defec- 
tive bottles and 
other glassware 
and allows glass 
to be pulverized 
into such min- 
ute particles 
that a large drum will hold ap- 
proximately 3000 bottles. The 
crushing mechanism pulverizes 
glass of all description and auto- 
matically deposits the particles 
into a receptacle for disposal. 
Syrall Mfg. Co., Dept. H23, 511 N. 
State St., Syracuse, N.Y: 


Flaked ice machine (23F-11) 

Manufacturer's description: Self-con- 
tained and completely automatic, 
this machine produces 250 lbs. of 
flaked ice every 24 hrs. at 90° air 
and 70° water conditions. This 
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CAT 


ACM ISTAT 


LATEX INFLATABLE CATHETERS 


s A A significant advantage in catheterization is now 


provided by ACMI in the new ACMISTAT 


bacteriostatic catheters. In laboratory cultures, 
they produce decisive “zones of inhibition” 
against many common urinary infective organisms. 


ACMISTAT bacteriostatic catheters are sterile _ 
wale and embody all of the superior qualities _ 
= characteristic of ACMI catheters. 


| 
“Procedure of ‘‘Methods of Testing Antiseptics,”’ 
| 
Zones of inhibition’ against two common urinary pathogens 
Escherichia coli Staphyloccus aureus 
| For further information, consult your dealer, or write to 
i 
| \ Cope 1S, JHC. 
8 Pelham Parkway, Pelham Manor (Pelham), N. Y. 


oF 
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machine features a removable, 
hermetically sealed refrigeration 
system and a large storage bin 
heavily insulated with glass fiber, 
which contains 160 Ibs. of flaked 
ice. Ross-temp Inc., Dept. H23, 
1805 S. 55th Ave., Chicago 50. 


Electric range (23F-12) 
Manufacturer's description: This auto- 


matic, mobile range features push- 


button, color-code control with 
four-plate capacity. The range re- 
constitutes individual portions or 
institutional packages of frozen or 
refrigerated foods and quickly heats 
paper, glass or china serving dishes. 
Mobile Kitchens, Inc., Dept. H23, 
850 Euclid Ave., Cleveland 14. 


Damp weather floor runners 


(23F-13) 
Manufacturer's description: These dispos- 
able, 19% in. wide, light green, 


scuff resistant floor runners, creped 
for a soft carpet-like resilience, 
can be imprinted with any name 
or design and in any color to pro- 
duce an embossed effect. The run- 
ners are available in rolls of 1000 
ft. in length. B. H. Jordan Co., 
Dept. H23, 64 E. 8th St., New York 
3. 
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Swivel chairs (23F-14) 

Manufacturer's description: Sculptured to 
occupy a minimum floor space of 
24 x 24 in., this walnut frame 
swivel chair provides removable 
inserts that allow color, style and 
cleaning changes for greater ver- 
satility. Leathers, vinyls, fabrics or 
combinations of these may be used 
to complement any design concept, 
and the brushed brass or chrome 
scuff plates are also available if 
desired. Carlton-Surrey, Inc., Dept. 


foduct 


H23, 1516 Blain Ave., S.E., Grand 
Rapids, Mich. 


SEE COUPON, PAGE 66 


Storage planning guide (23FL-1)— 
This two-color, 48-page catalogue 
can serve as a complete guide for 
selecting space-saving storage 
equipment and contains descrip- 
tions, illustrations and specifica- 
tions for a complete line of equip- 
ment for storing everything from 
the smallest parts to palletized 
loads and also provides informa- 
tion on storage planning. Frick- 
Gallagher Mfg. Co., Dept. H23, 
Wellston, Ohio. | 


Food service equipment (23FL-2)— 
Two food service catalogues, both 
standardized and illustrated, fea- 
ture a complete line of dispenser 
equipment. One catalogue also in- 
cludes concepts in standardization 
of modular design. W. H. Frick, 
Inc., Dept. H23, 704 Citizens Bldg., 
Cleveland 14. | 


Electronic medical system (23FL-3) 
—This information sheet illustrates 
and describes a fully portable 
monitor that measures and records 
a patient’s heart while he is en- 
gaged in various kinds of activity 
and also while he is at rest. The 
unit provides a self-contained 
power supply and transistorized 
amplifiers. Electronic Medical Sys- 
tems, Inc., Dept. H23, 1449 Univer- 
sity Ave., St. Paul 4. 


Patient summary forms (23FL-4)— 
Two different summary forms for 
patients are described in this in- 
formation sheet. One summary 


helps the physician to make a con- 
cise final report on the diagnosis, 
history, findings, treatment, prog- 
ress, outcome and prognosis for 
each patient. The other form in- 
cludes space for authorization. for 


medical and/or surgical treatment. | 


Physicians’ Record Co., Dept. H23, 
3000 S. Ridgeland Ave., Berwyn, 
Ill. 


Parenteral administration (23FL-5) 
—The aim of this booklet is to de- 
scribe injections which are more 
routinely administered than others. 
These injections are intravenous 


' (into the vein); intradermal (into 


the skin); subcutaneous (under the 
skin) and intramuscular (into a 
muscle). Intravenous equipment is 
described and drawings serve to 
illustrate the points made, the 
techniques described and the 
equipment used. Abbott Labora- 
tories. Dept. H23, No. Chicago, III. 


Equipment labels (23FL-6)—A 
labeling system for buckets, wring- 
ers, mop sticks, chemicals, con- 
tainers and other supplies is out- 
lined in this catalogue sheet which 
features a package of five labels 
with self-stick adhesive backing. 
The labels are 6%-in. long and 
1%-in. high, in silver, aluminum 


foil, embossed with bright green 


for easy visibility and are packaged 
in plastic packets, each with five 
separate labels. Market Forge Co., 


. Dept. H23, Everett 49, Mass. 
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CHILDREN EAT in groups at small tables whenever possible 


at the Children’s Memorial Hospital, Chicago. Children are 
naturally gregarious and enjoy eating with other children. 


Meal appeal for hospitalized children 


by HERMAN FREDERIC MEYER, M.D. 


N ACCEPTED TRUISM in pediatrics 

is that the child’s attitude to- 
ward food is an essential symptom 
for the observing physician of the 
child’s prognosis and convales- 
cence -in a hospital. It is just as 
important an index at home or in 
any environment of a sick or well 


Herman Frederic Meyer, M.D., is associ- 
ate professor of pediatrics, Northwestern 
University Medical School, and associate 


attending Children’s Memorial 


Hospital, cago. 
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Consider the child’s viewpoint as 


_ well as his nutritive needs, the author 


recommends. A child’s acceptance of 
food is an important index of his re- 
covery, he states, and it can be pro- 
moted by cheerful surroundings, by 
attention to the child’s food likes and 
dislikes, and by personnel who com- 
bine warmth with wisdom. 


child. Appetite in children, be- 
cause it is a primitive urge, is a 


barometer of well-being and is 
rarely deceptive. By this homely 
observation the doctor is aware 
that the indisposition which has 
brought the child to the hospital is 
either worsening or improving. 
The late great Joseph Brenne- 
mann, M.D., a teacher and clini- 
cian of the highest repute, invari- 
ably would have the nursing 


supervisor of the floor on which he 


was making rounds, as part of his 
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HOT FOOD 


STAYS SAFE 


e/ectric 
FOOD WARMER 


Health authorities agree that food bac- 
teria multiply dangerously when pre- 
pared food is improperly stored. To 
control this problem they recommend 
that food be held below 40°F. or above 
140°F. 

Because Thermotainer can keep hot 
food at safe temperatures it assures 
vital health protection as well as im- 
portant food preparation and serving 
advantages. Only Thermotainer’s com- 
partmented construction keeps food 
piping hot and deliciously fresh for 
hours after it has been prepared. 

Be sure you investigate all these ad- 
vantages before you buy a food warmer. 
Then, you will understand why Ther- 
motainer’s years of leadership have 
made it the world’s finest food warmer. 


e “Channeled Heat" assures uniform 
heat distribution 

Full-range thermostat (150°- 300°F.) 
NSF and UL approved 

Humidity control 

Stainless steel throughout 

Flexible compartment capacity 


No steam or hot water used — food is 
held in its natural moisture 


More than 96 models from which 
to choose. 


Write for complete catalog of food 
warming equipment. 


Sold only through authorized dealers. 


FRANKLIN PRODUCTS CORP. 


400 W. Madison Street Chicago 6, Iilino 
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PICTURES TO COLOR and children’s games, printed on tray covers, add interest to the meal 


and provide something to do afterward. 


entourage. Before dictating a prog- 
nostic or diagnostic note on any 
small patient under his care, he 
would never fail to ask the nurse 
in charge about the child’s atti- 
tude toward his food. He taught 
the generations of resident physi- 
cians and medical students under 


his tutelage the inestimable im-_ 


portance of this valuable tenet in 
deciding the progress and possible 
fate of many puzzling disease 
processes in children. 

Food attitudes are also impor- 
tant toward the ultimate goal of 
complete well-being, because the 
successful ingestion, digestion and 
assimilation of food by the child 
are required to remedy the meta- 


bolic deficiency the disease entity 
has induced. Only by this means 
can the reparative processes es- 
tablish the former state of health, 
even in this age of specific miracle 
drugs. | 

The problem of inducing the 
hospitalized child to eat is marked 
by many facets. We refer chiefly 
to the preadolescent child, with 
the emphasis on the child under 
six years. The hospitalized young 
child is away from his home en- 
vironment; he may not be accus- 
tomed to the taste of any alien 
food because of his ethnic back- 
ground and even the manner in 
which the food is served to him— 
on a tray or in bed—may provoke 


MEALS SOMETIMES become “‘picnics’’, with attractive paper service and disposable plastic 


knives and spoons. 
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Brighten his meals with DIAMOND CRYSTAL 


Salt or Sugar Substitute Packets and Lemon Wedges! 


Two new substitute seasoning 
products (along with a Lemon 
Wedge) are available with 
Diamond Crystal Salt Com- 
pany’s regular line of 
seasoning packets. Created 
for people on salt or sugar- 
free diets, they provide an 
individual, sanitary and time- 
saving method of service. 


SALT SUBSTITUTE — Packed in Diamond Crystal's exclusive, fluted 
design packet for controlled application. Resembles salt in taste, appear- 
ance, pouring quality and stability. Each packet contains sufficient salt 
substitute for a complete meal. | 

SUGAR SUBSTITUTE—100% Calorie-free. Fluted design, 
controlled “shaker-action’’ packet contains sugar substitute equivalent to 
two teaspoonsful of sugar. Helps serve special dietarians with speed and 
efficiency. 

LEMON WEDGE —Less expensive than a lemon slice. Packed in a single 
flute foil packet. Granular in form, dissolves quickly. Eliminates cutting 
lemon slices, easy to serve, sanitary. No squeezing or sticky fingers. 


Mail this postage-paid card for FREE trial offer 


FREE 


No obligation 
DIAMOND CRYSTAL 
Substitute Packets 


No 
Postage Stamp 
Necessary 
If Mailed in the 
United States 


BUSINESS REPLY MAIL 


Permit No. 6, St. Clair, Michigan 


Institutional Sales Department 


DIAMOND CRYSTAL SALT COMPANY 
ST. CLAIR, MICHIGAN 
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Save time...labor. .. money! 


Dietitians and hospital supervisors the permits controlled application. — 
country over have proclaimed Diamond Why lose time washing, refilling and 
Crystal’s Salt and Pepper Packets an serving salt and pepper in old-fashioned, 
ideal method for serving patients and breakable dispensers? Use the modern, 
personnel ‘portion-controlled’ season- _—labor-saving seasoning packets. You 
ing products. can speed up service at peak periods 
Diamond Crystal Seasoning Packets and save many cleaning and refilling 
are sanitary, disposable, hygienic. Each hours in the kitchen. : 
packet contains sufficient salt or pepper Mail the coupon below for our FREE 
for a complete meal. The exclusive TRIAL OFFER—see for yourself how 
fluted design ‘‘shaker-action’”’ packet you can save time, labor and money. 


Gentiemen: Please send, without obligation, a FREE sample box of: 


[| Sait and Sugar Substitute and Lemon Wedge Packets 


[J Salt and Pepper Packets 


Name 


Hospital 


Address 


City 
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newly found inhibitions. It is a 
problem with which the entire 
hospital staff membership, from 


the administrator to the student. 


nurse, are always confronted. In 
some hospitals, the child is erring- 
ly considered to be merely a 


miniature adult, and the only con- 


cession made is that portions of 
food are hence smaller. The diffi- 
culty is further compounded when 
there is no particular section or 
ward where ill children are seg- 
regated, and the mechanics of 
serving a hospitalized child a spe- 
cial kind of normal diet or “tray” 
is necessarily made more complex. 
No little wonder, then, that the 
youngster in a modern hospital, 
from the conscientious adminis- 
trator’s viewpoint, often presents a 
perplexing problem. 

On careful analysis, the prob- 


lem is not too devious when a 


little thought and planning are 
applied. When the difficulty is 
brought to the attention of the ad- 
ministrative staff, many instances 
have occurred where food service 
to children has improved with not 
too much dislocation of the exist- 


-ing system of food serving. A case 


in point is the following true 
series of events which transpired: 

In a well-known large and ef- 
ficiently run metropolitan hospital 
some years ago, a pediatrician of 
world renown was making an 
unscheduled visit to a desperately 
ill child late one Saturday after- 
noon. He noted that supper was 
being served on the children’s floor 
and he wandered into the small 
section known as the convalescent 
ward. On approaching a bed he 
stared incredulously at the tray on 
the lap of a two-year-old, who in 
turn was gazing in a desultory 
manner at the evening’s offering. 
It consisted of bologna, a few des- 
iccant potato chips, a tired frag- 
ment of lettuce carelessly anointed 
with an alleged dressing, three 
stewed prunes, a large wedge of 
dry bread and a metal mug of cold 
milk. A man-sized knife, fork, 
soup spoon and a paper napkin 


completed this Saturday night’s 


contribution to the child’s nutri- 


tional welfare. When the color of 


the physician’s countenance faded 
from a crimson to an alabaster 
white, he removed the tray from 
the child’s lap and marched rapid- 


- ly down the corridor, descended in 
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an elevator and strode over to the 


office of the hospital administrator, 
followed at a safe distance by his 
resident and interns. The doctor 
with tray in hand burst into the 
office and unceremoniously dropped 
the tray with contents on the desk 
of the bewildered administrator. 
He brusquely asked if this was 
the administrator’s idea of what a 
small and sick two-year-old child 
should eat. When tempers cooled, 
these two mature men analyzed 
the problem in a calm reasonable 
attitude of understanding and 


compromise. A complete investiga- 
tion of the dietary practices of the 
entire hospital was undertaken. 
From this incident, not only the 
children fared well, but also the 
entire hospital’s food service was 
so changed that the fame of this 
hospital’s cuisine was equal to that 
of its illustrious medical staff, and 
the repute of the administrator 
was enhanced. 

It is obvious that the omnipres- 
ent problem of feeding the sick, 
particularly the hospitalized child, 
can be reduced to simple facts 
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APPETITE PARALLELS AMIABILITY. Dietary and ‘nursing personnel who love and understa 


children help to create the pleasant relaxed atmosphere at mealtimes that encourages eating. 


without affecting the operating 
budget to any marked degree. The 
attention of the administrator of 
the general hospital and other hos- 
pital personnel is called to the 
existence of the problem with the 
hope that something can be done 
toward effecting a happier and 
more profitable stay for the sick 
child in today’s hospital. 


It is not the intent here to point 
out the details of an adequate diet 
for an inpatient hospital child in 
terms of dietary requirements and 
allowances. Any well-trained hos- 
pital dietitian will have taken care 


of this matter of nutrition at the. 


diet kitchen level. The presenta- 
tion of the food in a palatable and 
interesting manner is really the 


GAY PLASTIC DISHES and tray covers contribute to the cheerful atmosphere, and child-sized 


cutlery makes eating easier on Christmas and every day. 
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crux of the situation, and this fact 
will be reiterated here. Weng, He- 


-seltine and Bain in an earlier 


paper in this Journal! presented 
succinctly and completely’ the 
needs, specific diets and perplex- 
ing problems pertaining to feeding 
the hospitalized child successfully. 
These essentials, well documented 
and discussed in their paper, are 
still fundamental today and re- 
quire little supplementation. What 
is required is a re-emphasis on the 
matter which they discussed—the 
presentation of food to an emo- 
tionally disoriented and physically 
ill child. The most complete diet 
by nutritional standards may be 
measured and placed in dishes 
upon a hospital tray, but unless 
the child ingests and utilizes the 
components of this carefully se- 
lected offering, all of the well- 
meaning and academically correct 
dietary calculations are in vain. 


SELF-SELECTION EXPERIMENTS 


After the presentation to the 
nutrition world by Clara Davis, 
M.D., that the young of the hu- 
man species can select their own 
food components instinctively,? 
many variants of the principles 
demonstrated by her monumental 
observations were utilized. Be- 
cause the original self-selection 
experiment was done in conjunc- 
tion with the Children’s Memorial 
Hospital, Chicago, Dr. Davis sug- 
gested a variation of this same 
principle on the _ convalescent 
wards of this. same _ hospital.’ 


Portable steam tables were taken 


to the wards, and children were 
asked to select their own menus 
from foods on display. Ambulatory 
patients and those on easily mov- 
able beds were taken to the steam 
wagons to see and select their own 
food, as to kinds and quantities. 
Detailed data were accumulated, 
and Dr. Davis found that these 
children over a period of time did 
select a “balanced diet’’. 

No one suggests that this ex- 
periment be carried out in a con- 
ventional hospital setting. Certain 
features, however, of what was 
observed have been established at 
the Children’s Memorial Hospital 
and are being utilized at the pres- 
ent time with excellent results. 
Children are offered a choice of 
fruit and cereal in the morning 
meal, soups and various kinds of 
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sandwiches at noon, and a selec- 
tion of vegetables and desserts for 
dinner. All may have as many ex- 
‘tra portions of any parts of the 
respective meals after they have 
consumed their first serving. 

The spark behind the applica- 


tion of these successful ideas at — 


this children’s hospital is Mrs. 
Beverly Schmidt, who for 11 years 
has been intrigued with the chal- 
lenge of getting hospitalized chil- 
dren to eat hospital food. There 
are many innovations which she 
has devised, and the medical and 
nursing staffs have been grateful 
for the minimal complaints and 
maximal happiness which §sur- 
round mealtimes at this hospital. 

Three general principles are 
helpful in promoting food accept- 
ance by the hospitalized child. Any 
hospital can adapt their food serv- 
ice for children with these prin- 
ciples in mind, regardless of their 
census of child patients. 

1. Personnel. Perhaps most im- 
portant is the selection of child- 
oriented personnel, either in the 


nursing or dietary department, to_ 


offer and serve food to young 
children. What is needed is a per- 


son who has that indefinable quality 
referred to as a “feeling” for chil- 
dren. Love and friendliness are 
components of this “feeling”, but 


‘perhaps even more important is 


the ability of the person to look at 
every situation through the. child’s 
point of view. This is especially 
important since very young chil- 
dren do not talk, those a little old- 


er do not express themselves ade- 


quately, and even children over 
five years old may be compara- 


tively inarticulate. 


2. Type of food. Children in gen- 

eral like certain types of food. 
Having a special menu for chil- 
dren with some choice offered will 
pay dividends in food acceptance. 
Items from the general hospital 
menu may usually be adapted for 
the child patients. In some cases, 
the parents should be consulted 
about an individual child’s likes 
and. dislikes. 


3. Atmosphere at mealtime. At- — 


tractive dishes, tray mats and 
other accessories contribute to a 


cheerful relaxing air when meals 
are served. Routines which may 
be upsetting, such as medical 
rounds, should be avoided at this 
time. 3 
CHEER AT MEALTIME 


Eating should be a pleasurable 
experience, and the mood can 
easily be set by remembering some 
of the assists which would bring 
this about. Mealtime should be 
stimulated to be one of the high 
spots of the day and a little “‘at- 
mosphere” is one of the ingre- 
dients to stimulate this powerful 
sensation known as appetite. There 
are about 10 festive days scattered 
rather evenly through the year 
when trays or tables could be dec- 
orated by simple suggestive sym- 
bols of the day or season. Group 
eating wherever possible is a prac- 
tice leading toward better food at- 
titudes in a hospital. Children are 
normally gregarious and enjoy 
each other’s company despite dif- 
ferences in age and social status. 
Children who are well enough may 
even help by setting the table 
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schools send nursing students to th spital for training in 
pediatric nursing. Male nursing students prove adept in providing the tender loving care 
which makes mealtime pleasant at any age. (BELOW) THIS NINE-MONTH-OLD baby is being 
fed pureed foods by a nurse. Solid foods specially prepared for infants in the hospital 


are delivered to the ward for infants in a bulk cart and served in paper souffle cups. 


(ABOVE) AFFILIATED NURSING 


and serving from family-sized 
bowls. This gives them the sense 
of being important in running the 
hospital and affairs of the ward, 
and of course will lead to an in- 
creased interest in eating for 
themselves. Ethnic influences in 
food choices are inherent in all of 
us and especially so in children. 
The interested attendant could in- 
quire about little Jose’s national 
background, Dominic’s favorite 
home food, or how Isaac’s mother 
flavors the chicken soup. Such 
signs of friendliness elicit a gleam 
of interest, and the routine hos- 
pital diet takes on a new interest 
and verve. 

The inevitable dilemma caused 
by the problem of whether parents 
may be permitted to bring food 
into the hospital for the ill or con- 
valescent child is constantly aris- 
ing, and the rules are equivocal in. 
any given number of hospitals. 
There is much to be said on either 
side of this minor controversy. A 
child from an orthodox Jewish 
family is early indoctrinated into 
the demands of his particular be- 
liefs, and the child’s hospital ex- 
perience is not the area to bring 
that issue to the fore by strict ne- 
gation. The same may be true of 
other children of varied ethnic 
and cultural backgrounds. In gen- 
eral, bringing food to the child 
might be permitted under con- 
trolled conditions, with one judi- 
cious person being responsible for 
making the decision as to which 
food and how much of it may be 
brought to the inpatient hospital 
child. Certainly the wise attendant 
responsible for this decision would 
not interfere drastically with the 
existing nutrition concepts and 
rules evolved in any specific hos- 
pital dietary regime. 

The nutritional appropriateness 
of a balanced ration including 
all recognized food requirements 
should always be the principal 
guide in planning any diet for 
children in or out of hospitals. The 
next in importance to consider is 
the mechanical problem of ingest- 
ing the food— inherent particularly 
with children because of the varied 
dental equipment of different age 
groups. Eating habits and digestive 
ability also are related. Modified 
diets must also be taken into con- 
sideration in menu plans. 

It is always amazing to the un- 
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initiated how basic and staple foods 
are always available in hospitals 


- which may be classified into many 
categories for nutritional needs. 


The list from the diet manual of 
the Children’s Memorial Hospital* 
looks formidable when seen in 
outline form, but really is not too 
confusing when organized into 
general and modified diets. Follow- 
ing is a list of these diets: 


General Diets 

1. Infant diet No. 1 (infants from 
6 to 12 months) 

2. Infant diet No. 2 (children 12 

to 18 months) 

. Clear liquid diet 

. Nourishing liquid diet 

. Soft diet 

. General diet for older children 


Modified Diets 

Bland Low Residue 

Celiac 

Cleft palate liquid 

Gluten free 

Diabetic (with food tables) 

Fibrocystic 

High iron—High vitamin 

High carbohydrate and protein 

with low fat 

High protein 

High vitamin—high calorie 

Low calorie 

1000 calorie 

1200 calorie 

Low sodium 
No. 1 (200-400 mg. Sodium) 
No. 2 (400-800 mg. Sodium) 
No. 3 (800-1200 mg. Sodium) 

Five-day rotating allergy regimen 

Tube feedings 

This diet manual contains in 
addition, many practical tables and 
hints as well as a general discus- 
sion on seasoning, food presenta- 
tion, suggested menus—all culled 
from a wealth of experience. Al- 
though this manual was developed 
and evolved in an_ institution 
within the realm of specialty hos- 
pitals, any general hospital dietary 
department can adapt these prin- 
ciples to their limited or extended 
needs. 

Summary: Attention is called in 
this paper to the ubiquitous prob- 
lem inherent in the jurisdiction of 
every hospital administrator—that 


*Although in this paper these diets can 
only be listed and not discussed, the in- 
terested reader is informed that the 
above-mentioned manual, with the content 
of each of the special and general diets 
ey outlined, may be obtained from 

Beverly Schmidt, chief dietitian, 
Children’s Memorial Hospital, 707 Fuller- 
ton Ave., Chicago 14. 
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of thinking of a child as a persona: 
entit} rather than as a miniature 
adult, The act and result of food 
acceptance is an important factor 
in the child patient’s reaction to 
other hospital requirements and 
routines. Food taking, per se, is 
an essential principle of recovery, 
both physically and emotionally, 
and always will remain a most 
important index as to the physi- 
cian’s estimation of the patient’s 
progress. 

The successful recognition and 
resolution of this administrative 
problem does not require that the 
operating budget be in any way 
disrupted. It is presumed that the 
dietary departments of all hospi- 
tals are operated in recognition 
of authoritatively accepted nutri- 
tional principles and that the re- 
quirements of the sick and well 
patients are patently recognized. 
The inclusion of the child patient 
in this program does not require 
expensive or specifically trained 
attendants for its implementation. 
It is paramount that the adminis- 
trator finds just one or two child- 
oriented and dedicated persons on 
his staff who like and intuitively 
understand children and their 


needs. These devoted attendants, 
with some special help, imagina- 
tion and a free hand to make 
minor decisions, will contribute 
much toward the convalescence of 
the hospitalized child. 

It has been shown many times 
that there is no greater public re- 
lations facet to a hospital in any 
community than the child with a 
happy hospital experience. A well- 
oriented child patient with a 
friendly hospital stay will influ- 
ence an enlarging circle of parents, 
friends, family, relatives and 
neighbors. When the need for 
community interest and aid is des- 
perately sought to put over a suc- 
cessful financial drive, the support 
for this kind of project will be an- 
swered more generously—for “a 
little child shall lead them’’ more 
effectively than many other emo- 


tional appeals. 
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HOSPITAL FOOD NOTES 


Children’s food: Christmas and year-round 


Every day is* children’s day at the Children’s Memorial Hospital, 
Chicago. Mrs. Beverly Schmidt, chief dietitian at this hospital, has adapted 
existing facilities so that food service for children carries out in a prac- 
tical way the philosophy of feeding children discussed in the article by 
Herman F. Meyer, M.D., beginning on page 71. 


Each child is treated as a unique 
individual, whose age, physical 
condition, and likes and dislikes 
must be considered. 


CHRISTMAS IS FOR CHILDREN 
The Christmas season calls for 


festivity even in the hospital. Com- 


munity organizations and all hos- 
pital personnel cooperate to make 
the occasion memorable for the 
children. During the week preced- 
ing Christmas, trees are placed in 
the wards and trimmed (no lights 
or inflammable ornaments are al- 
lowed), carolers make the rounds 
of the hospital, and Santa Claus 
asks each child his preference in 
a gift. Many Christmas gifts are 
donated for the children by indi- 


viduals, community organizations 
and toy companies. The majority 
of the gifts are wrapped by the 
student nurses and distributed at 
Christmastime. The remainder are 
used as birthday gifts at parties 
throughout the year or are used 
by the occupational therapy de- 
partment to renew ~ supply of 
toys. 

On Christmas Day, as many chil- 
dren as are able go home. Those 


who remain find gifts at their 


bedside when they awake on 
Christmas morning. The nurses, 
who create this minor magic, tell 
their small patients, “Santa has 
been here while you were asleep.” 
Christmas dinner, served with holi- 
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te day élan, will include the follow- 

i ing menu items this year: 

43 Christmas Dinner Menu 

a Roast Turkey with Dressing 

Sweet Potato Peas 
Cranberry Sauce 

Olives — Sweet Pickles 


Rolls, butter 
- Santa Claus Cupcakes 


| MONTHLY BIRTHDAY PARTIES 


i: Christmas is but one of the spe- 
cial occasions celebrated through- 
out the year. In each month at least 


one party is given—the monthly 
“birthday party’, at which chil- 
dren are honored whose birthdays 
occur during that month. These 
parties take their theme from any 
timely special occasion—such as 
Hallowe’en in October and Valen- 
tine’s Day in February. 

Many of the monthly birthday 
parties are celebrated in the after- 
noon, early enough so that the 
appetite for the evening meal is 
not dulled by the light refresh- 
ments served. A local bakery with 
a willingness to ‘“fuss’’ produces 
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desserts suitable for the occasion, 
such as cupcakes with Santa Claus 
decorations for Christmas (see il- 
lustrations) and individual pump- 
kin pies for Thanksgiving. Suitable 


refreshments for such parties are 


devised for children on modified 
diets. Diabetic children are given 
special desserts such as angel food 
cake and ice cream weighed to re- 
place some food in their prescribed 
diets. 

EVERY DAY A SPECIAL OCCASION 


Such celebrations, however, are 
but the frosting on the cake, the 
frills that are superimposed on a 
day-in-day-out concern over the 
acceptability of meals for each 
child. The right attitude in the 
dietary and nursing personnel who 
offer and serve food to the children 
is considered one of the most 
important factors. Such personnel 
may well develop talents as mind 
readers as they try to anticipate 
needs that the child is often unable 
to express adequately. They en- 
courage self-help and independence 
in a child’s eating, yet know when 
a helping hand will expedite the 
eating process—perhaps to cut a 
sandwich in smaller pieces, to offer 
the first spoonful of food for a 
taste, or to cut a peach half int 
manageable pieces, 

Mrs. Schmidt believes that co- 
operation between the dietary de- 
partment and the nursing depart- 
ment is even more important in 
food service for children than for 
adults. Young children need more 
preparation for the meal, they may 
need help in eating and they often 
need to be “‘cleaned up” before and 
after the meal. At this hospital, 
nurses help to find out what chil- 
dren want to eat, serve the food, 
and then come around with a 
“seconds” cart to give extra serv- 
ings of any food desired. 

Since Children’s Memorial Hos- 
pital provides training and ex- 
perience in pediatric nursing for 
a number of affiliated nursing 
schools, Mrs. Schmidt and her staff 
of dietitians have an opportunity 
to transmit their enthusiasm and 
ideas to many student nurses. Stu- 
dent nurses are told about the 
stages in a child’s development and 
how food habits change with age. 
They are advised not to “push’”’ 
food during the first day or so of 
the child’s hospital stay when the 
child’s feeling of strangeness and 


HOSPITALS, J.A.H.A. 


Wm 
(Zz 7" 
SAY 
1s 
|  g® 
AMERICAN HOSPITAL ASSOCIATION 
| 
Check enclosed Bill me 


his physical condition will often 
_ keep him from eating. Later, how- 
ever, if the child still is not eating, 
they are urged to seek the causes, 
perhaps to ask the child’s mother 
what foods he likes, and by vari- 
ous means to try to increase the 
-child’s intake. 
Other beliefs and practices of 
Mrs. Schmidt and her staff, some 
of which may seem unusual, have 


proved to be helpful in moving | 


food from the tray into the young- 
er child patient, and include the 
following: 

—Table manners are not impor- 
tant.’ Eating with fingers, spilling 
food and food-decorated faces are 
not causes for alarm. 

—Unconventional food combina- 
tions are not frowned upon. No 
one looks pained if a child prefers 
to slosh applesauce and milk to- 
gether and drink the combination, 
or if he likes to dip carrots in 
mustard. 

—Dessert is not used as a re- 
ward. (“Eat your meat and vege- 
tables, and then you can have ice 
cream.”) Such a practice is be- 
lieved to result in making dessert 
seem the most prized part of the 
meal. For most of the children, 
dessert is served at the same time 
as the rest of the meal. If an occa- 
sional child wishes to eat it first, 
he does so, and total food con- 
sumption is usually not affected. 

—Second servings are freely al- 
lowed. If a child finishes one por- 
tion of a food, he may have another 
serving of that food, even if he has 
not eaten all other foods served. 

—Milk is served in small §por- 
tions, approximately four ounces. 
Extra servings are provided on 
request. 

—If a child is “playing’’ with 
his food, he is offered help and 
encouraged to continue eating. If 
he does not respond, the tray is 
removed. 

—When snacks are fed, they are 
scheduled so that they will not 
interfere with the child’s appetite 
for the regular meals. At this hos- 
pital, snacks are not given rou- 
tinely during the day, but are 
served in the evening just before 
bedtime, | 

—The same meal schedule is 
followed that the children are ac- 
customed to at home. A light lunch, 
often of the soup-and-sandwich 
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type, is provided. Dinners are 
served in the evening except on 
Sundays and holidays. 

The dietary department at Chil- 
dren’s Memorial Hospital believe 
that eating is an experience that 
brings the child closer to a secure 
feeling in the hospital than any- 
thing else and that everything pos- 
sible should be done to encourage 
him to eat and to make mealtime 
pleasant. Observing these dietitians 
work with children at this hospi- 


tal, one feels that they practice 


what they preach in dealing with 
their lovable, puzzling and some- 
times exasperating charges. . 


Christmas tray favors 


Christmas breakfast trays at 
Baylor University Medical Center 
feature tiny Christmas trees made 
by the dietary department as tray 
favors. The trees, made of light- 
weight green poster board rolled 
into cones, are covered with Royal 
Icing tinted green and decorated 
with tiny red stars made from 
Royal Icing tinted red. Although 
it is soft and plastic when applied, 
this icing hardens after standing 
a short time. 

Directions for making these tray 
favors were supplied by Frances 
Hoffman, administrative dietitian, 
Women and Children’s Hospital, 
Baylor University Medical Center, 


Dallas, Tex., as follows: 


1. Cut lightweight green poster 
board into circles 3 inches in di- 
ameter. 

2. Cut each circle in half. Roll 
each half circle into a cone ap- 
proximately 1% inches in diameter 


at the base and fasten with staples. 

3. Make a standard recipe of 
Royal Icing (see below) and color 
with paste colors. About three- 
fourths of the recipe should be 
colored green and the remainder, 
red. (Remember that the colors 
will be less intense after the icing 
has dried.) 

4. Fill one pastry bag with green 
icing, using #16 leaf tip, and an- 
other pastry bag with red icing, 
using #13 star tip. 

5. Stand cones on paper straws 
in half-pint milk bottles or glasses. 

6. Starting at the base of the 
cone, make one row of leaves. Work 
from slightly above the base di- 
rectly downward to base of cone, 
and rotate cone as it is being cov- 
ered. 

7. After first row of leaves has 
been made, slowly rotate cone on 
straw as leaves are applied quick- 


-ly. Leaves should be placed rather 


close together perpendicular to cone 
until entire surface is covered. Put 
one single leaf on top of cone. 

8. Dot cone with tiny red stars 
using Royal Icing tinted red. 

9. When trees have hardened, 
remove from straws and place up- 
right on trays. 


ROYAL ICING 
3 egg whites 
1 lb. confectioners’ sugar 
4 tsp. cream of tartar 


Mix ingredients for 7 to 10 min- 
utes until very firm. Care should 
be taken to prevent the icing from 
drying before it is to be used. Store 
in airtight container or in a con- 
tainer covered with a damp cloth. ® 


- CHRISTMAS TREES to be used for tray favors are made by applying tinted icing over a 
cone of lightweight green poster board measuring approximately 11% inches at the base. | 
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OOD PLANNING is essential in 
the over-all management of 

the engineering department today 
because the hospital is a complex 
of specialties which requires many 


Leland J. Mamer is manager of plant 
and maintenance, New York University 
Medical Center, New York City. 

This paper was presented at the 63rd 
annual meeting of the American Hospital 
Association. 


engineering and maintenance 


FIVE PRINCIPLES FOR 


SUCCESSFUL SUPERVISION 


by LELAND J. MAMER 


Five especially important principles 
contribute to the efficient and econom- 
ical operation of the engineering and 
maintenance department of the hospi- 
tal, according to the author. The main 
requirement is that the chief engineer 
understand and employ basic princi- 
ples of good departmental manage- 
ment. 


skills. No longer will the simplic- 
ity of hand operation, which re- 
quired simple planning for main- 
tenance, do, for automation, in- 
volving all of the electrical and 
mechanical devices to satisfy to- 
day’s complex requirements for 
good patient care, is necessary. 

Less than 20 years ago, only 


ELEC. PLUMB. 
INTERDEPARTMENTAL ORDER AND INVOICE DEPT. MISC. 
Ld PHARMACY — SKIN @ CANCER oe BOOK STORE 
FOOD — UNIV. HOSP. BACT. SERVICE 
— PF. &. PHOTOGRAPHY (SIMMONS) 
oe FOOD — STUDENT CAFETERIA = HALL OF RESIDENCE 
BAINTENANCE — UNIV. HOSP. POSTAGE 
DUPLICATING UNEN 
APPROVED __ 
Deliver To. 
OY 
ld UNITS UNIT 
(LEFT) FIG. 1—This form is used by all departments to request work, 
other than routine maintenance, to be done by the engineering and main- 
tenance department. (ABOVE) FIG. 2——This form is used to request mate- 
rial and supplies from the engineering and maintenance department. 
(BELOW) FIG. 3—An equipment record card for every piece of equipment 
a requiring maintenance routinely is essential to maintain such equipment 
. in proper working condition. 
R.¥.U. Medicel Center - Equipment Record 
Location 
Make of Units 
Building 
Mig's Name 
Mover Seriei Me Installation Date 
Volts Aaps H.P 
Parts Supplier 
Single Ph 3Ph 
Equipsent Costs 
Eqpent Serial 
P.O.8 Date 
Maint. Contract Yes No 
No. of Filters . 
1-88284 $s 1.0.1 Issued Yes No 
Filters: Size Type 
Mig. Gueranty 
Belts: No. Size 
Vendors Warranty 
of Day Used 
Other 
Other 
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_ When commercial electric power is suddenly cut off, emergency gen- 
erating equipment becomes the most important single investment ever 
made by an institution or business. 


_ With the F-M 38F5% Opposed-Piston Diesel Generating Unit, only 


15 seconds lapse between loss of commercial power and new, F-M gen- 
erated power . . . 15 seconds for the 38F51%4 to come to full power 
from a cold start. 
Experience has taught. telephone companies to use F-M Diesel Gen- 
erating Equipment to handle emergencies. It goes to work instantly 


maintaining automatic dialing and toll lines. Hospitals, institutions, 


factories, hotels and schools also need this vital protection. And F-M 
diesels are backed up by the reputation of the leader in the field. For 
full details on Model 38F5'%, or any other manually or automatically 
controlled unit, write: S. K. Howard; Director of Marketing; Beloit 
Division; Fairbanks, Morse & Co.; Beloit, Wisconsin. 


PAIRBANIKS MORSE 


A MAJOR INDUSTRIAL COMPONENT OF 


FAIRBANKS WHITNEY 


Fairbanks-Morse 0-P Diesels keep emergency lines open! 


MODEL 38F514 OPPOSED-PISTON 
DIESEL GENERATING UNIT 

Delivers more kw at less cost, in 
less time. . . in less space than any 
other unit. Opposed-Piston design 
minimizes vibration, produces fine 
balance ... smooth power and 
instant response. 40% fewer mov- 
ing parts than comparable engines 
of equal horsepower mean reduced 
maintenance .. . fuel and lube oil 
savings. Range from 170-616 kw. 
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FIG. 4—The weekly work report itemizes the work assigned to each mechanic, which provides 
a means of evaluating individual production as well as departmental production. 


about 20 to 25 per cent of the capi- 


tal investment in a hospital in- 


volved the electrical and mechani- 
cal facilities, but today, these facili- 
ties average 50 per cent and in some 
cases more of the total. One needs 


' only to stop and think of what ob- 


tained a few years ago to realize 
how quickly hospital maintenance 
has advanced from hand operation 
to fully automatic procedures. 


PLANNING FACTORS 


Planning takes time because it 
is necessary to evaluate the func- 
tions and responsibilities of the 
engineering department in the 
present-day hospital before an or- 
ganizational program can be de- 
veloped to meet these responsibili- 
ties. Also, the size and geographical 
location of the hospital, the avail- 
ability of qualified engineers and 
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mechanics and the feasibility of 
contractual maintenance as a sub- 
stitute or supplement are other 
considerations affecting planning 
for the type of management best 
suited to the department. 


ORGANIZATIONAL REQUIREMENTS 


When planning has been thor- 


oughly reviewed, then the estab- 
lishment of an organization can be 
made. Three basic divisions usually 
are required. These are: (1) engi- 
neering; (2) maintenance, and (3) 
grounds and exterior maintenance. 


To these should be added (4) se- 


curity and safety and (5) building 
services. The reason for including 
these last two divisions is that 
many hospitals today want the 
engineering department to assume 
this additional responsibility, espe- 
cially when the head of the de- 


partment has the qualifications and 
ability to do so. 

The smaller hospital will not 
usually have these as distinct 
groups, but the larger hospital 
will. Also, the smaller hospital will 
usually require the mechanic who 
is a jack-of-all-trades, whereas 
the larger hospital will have spe- 
cialists. 

The organizing of the depart- 
ment is important so that every- 
one within the department will 
know his relationship to the others 
and his job responsibilities. This 
will make planning of work sched- 
ules and job assignments easier and 
make supervision of the depart- 
ment simpler. Also, it should mean 
better productivity per man, which 
is important to the efficient opera- 
tion of the department. 


DELEGATING AUTHORITY 


For a department to function 
properly, it is necessary to delegate 
responsibilities to the various me- 
chanics and engineers covering all 
phases of maintenance and oper- 
ation. There must be a certain 
degree of authority commensurate 
with the responsibility given to 
subordinates, but the head of the 
department cannot relinquish his 
final authority and responsibility. 
Too often the failure of the de- 
partment is the failure of the 
department head to delegate re- 
sponsibility and commensurate 
authority to the mechanic. 

Although there may be a valid 
reason for it, failure to delegate can 
be the cause of a poorly function- 
ing department. However, failure 
on the part of the mechanic to ac- 
cept responsibility is another mat- 
ter and should be investigated for 
the good of the department. Except 
perhaps in the smaller hospital, 
the head of this department can- 
not successfully check the work 
record of each individual and also 
manage the department effectively 
at the same time. Thus there must 
be proper delegating of responsi- 
bility of the work load for efficient 
operation, and, when necessary, 
provision of adequate supervision. 


BUDGET MANAGEMENT 


Though planning, organizing and 
delegating are the primary princi- 
ples of good management for the 
engineering and maintenance de- 
partment, I would like to suggest 
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two more areas for inclusion in 
this subject. 

Budgeting is a necessary part of 
over-all good management. Bud- 
gets should be set up for operation 
and maintenance expenses, as well 
as for planned capital improve- 
ments. I do not believe that one 
budget should cover both. How- 
ever, this is for the individual hos- 
pital to decide, but I do believe 
the head of this department should 
develop and work with a budget 
so that there is a guide for the 
financial operation of the depart- 
ment. 

Another area is the establish- 
ment of records that will be help- 
ful in the management of the de- 
partment. These records should 
not be elaborate, but should cover 
the essential information that will 
determine whether the manpower 
is adequate for the work load and 
whether supplies are being pur- 
chased and inventoried adequately. 
Also, the records should indicate 
whether some contractural ar- 
rangement may be necessary to 
carry out special projects or spe- 
cialized maintenance programs for 
refrigeration, filter cleaning, build- 


ing services and other maintenance . 


jobs for which mechanic specialists 
on the engineering staff may not 
be available. 


These records should also indi- 
cate whether a preventive main- 
tenance program is being carried 
out and whether utilities are be- 
ing efficiently supplied and main- 
tained. They should also provide 
any other information the depart- 
ment head may need to answer 
any questions asked by the ad- 
ministrator or to submit reports 
regarding the operation of the de- 
partment. 

It is true that clerical assistance 
is also necessary to develop and 
maintain budgets and records as 
well as maintenance programs but 
there is no other way for the head 
of the engineering and mainte- 
nance department to do the com- 
_ plete job of management that will 
result in an efficiently and eco- 
nomically operated department. If 
these five principles are under- 
stood and applied by the chief en- 
gineer, the functions of his depart- 
ment will be carried out —- 
and economically. 
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MACHINES 


process all surgical gloves 
...fegular disposable 


for less than 13 5¢ each 


By far the lowest cost, most dependable method for washing, 
g, and powdering rubber gloves...yes, even “disposables”. 
Less than 1%¢ per glove including all materials and labor! 
Three companion, single-purpose machines, each with 150-glove . 
capacity, eliminate delays. No waiting between loads. All yo 
of processing can be carried on simultaneously. And glo 
is materially extended ... reducing need for large inventories. 
Matching stainless steel units are attractive, sanitary, and 
durable. In hospitals of 100 beds or more, they repay their cost 
the first year... while creating substantial savings over hand 
methods. 
WASHER—The only machine designed specifically for surgical 
gloves. Unique tub design and pulsating action clean gently, 
thoroughly... three times faster than by hand. 
DRYER— Revitalizes gloves. Thermostatically controlled warm 
air dries three times faster than by hand. Unique air circula- 
tion keeps operating parts clean, promotes safety. 
POWDERER—Applies uniform coating inside and out...ten times 
faster than by hand. Airtight. No powder escapes. 


FREE: Glove Processing Manual, giving latest, recommended 
procedures, sent on request. Also, descriptive literature on each 
machine and other Rotary hospital products. 


ROTARY HOSPITAL EQUIPMENT CORP. tes 
1744 DALE RD., BUFFALO 25, WLY. 
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book neviews 


All about hospitalization 


So... You’RE GOING TO THE HOSPITAL. 
Leonard Berlow and Vincent J. 
Bagli. Washington, Association of 
Military Surgeons of the U.S., 1960. 
194 pp. $1.00. 


Mr. Berlow and Dr. Bagli have 
done a monumental job of trying 


to compress into 194 pages all of - 


the things that hospitals would like 
to tell patients before they are ad- 
mitted. 

They have done a particularly 
good job of explaining some of the 
little things that hospitals often 
find difficult to get across, such as 


Model 24 


Chemical 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO. 


Madison 10, Wisconsin 


MODEL 24 


INFANT 
RESUSCITATOR 


... Explosion-Proof—Listed by 
UL and CSA for Use in 
Anesthetizing Locations 
MANUAL CONTROL—Permits inter- 


mittent positive pressure administra- 
tion of oxygen. 


UNIQUE DESIGN—Provides for endo- 
tracheal intubation during prolonged 
ventilation of infants with asphyxia. 
TEMPERATURE MAINTENANCE— 
Explosion-proof electric heater accu- 
rately maintains desired temperature. 
EASY DRAINAGE—Infant’s head 
easily positioned to place trachea in 
line with pharynx and mouth. 

FAST ASPIRATION—Explosion-proof 
electric suction pump quickly aspi- 
rates all secretions. 


For Catalog 4781-A write Dept. H-12, 
Ohio Chemical & Surgical Equipment 
Co., Madison 10, Wis., or Ohio 
Chemical Pacific Co., Berkeley 10, 
Calif. (Divisions of Air Reduction 


Company, Inc.) 


also: 
Infection control report 
Medical staff evaluation 


explaining why patients are asked 
to give themselves a bath; discuss- 
ing what they should do with their 
valuables; telling what accredita- 
tion of a hospital means in terms — 
of the actual requirements, and 
what it means to a patient. 
Naturally, the authors fall into 


_ difficulties when they try to gener- 


alize on specifics. For example, 
when they discuss the hospital bed, 
they do not take into account those 
hospitals which have all-electric 
beds. When they say that the 
microphone and speaker for the 


patient-nurse communication sys- 


tem is on the wall, they again can- 
not include all the different varia- 
tions of the locations of this unit. 

In other areas, the authors tend 
to lump voluntary nonprofit hos- 
pitals with city, county and state 
hospitals, while classifying govern- 
mental hospitals as primarily fed- 
eral. 

As a final criticism, the book 
does not include a full explanation 
of the relationship of the physician 
to the hospital. The authors discuss 
the physician-patient relationship, 


but they do not clearly point out 


that the physician is not an em- 
ployee of the hospital. They also 
fail to delineate clearly the activi- 
ties of the intern or resident, par- 
ticularly in the emergency room, 
where he is often acting on his ~ 
own yet is technically under the 
supervision of a private physician. 


- This is one of the areas in which 


there is the greatest misunder- 
standing with the public. 

On the plus side, the book does 
a fine job of introducing the patient 
to the hospital; discussing a typical 
day; telling of the various prob- 
lems with different types of pa- 
tients; explaining medical records, — 
and explaining various permits. 

The second section of the book 
devoted to people the patient will 
meet in the hospital discusses phy- 
sicians, nurses, visitors and others. 
The third section is a particularly 
helpful section devoted to things 
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that may happen to a patient— 
running from an examination of 
the digestive tract to blood trans- 
fusions. Actually, 22 different hos- 
pital procedures are discussed, 
including such things as hemor- 
rhoidectomies, biopsy, abdominal 
surgery, hernia repair and others. 


Certainly, there is a need for this | 


type of literature. Whether this 
particular book completely fills the 
need may be debatable. However, 
this reviewer believes it covers the 
subject adequately and while it 
“seems that there are many topics 
that could be expanded, 194 pages 
are still probably more than most 
patients will sit down to read be- 
fore they go into a hospital. 

Hospitals might make use of this 
volume in their patients’ libraries 
and in the admitting lobbies. Per- 
haps it could be used more effec- 
tively in doctors’ offices for dis- 
tribution to selected patients. Also, 
hospital public relations directors 
could give this book to those who 
have questions that need to be 
answered in detail—Tom R. GIL- 
LIAM, director of public relations, 
Memorial Hospital of aiid’ Beach 
(Calif.). 


Infection control report 


The 1961 edition of the Report 
of the Committee on the Control 


of Infectious Diseases is now avail- | 


able from the American Academy 
of Pediatrics, 1801 Hinman Ave., 


Evanston, Ill., at $1. This manual 


includes information on immuni- 
zation procedures, summary de- 
scriptions of common infectious 
diseases and tables of diseases, 
drugs and dosages, and should be 
useful to all physicians and those 
administrative and nursing per- 
sonnel concerned with the care of 
children. 


Medical staff evaluation 


STATISTICAL METHODOLOGY FOR EVALU- 
ATING THE MEDICAL STAFF OF A HOs- 
PITAL. Richard L. Durbin. Chicago, 
Graduate Program in Hospital Ad- 
ministration of the University of 
Chicago, 1961. 35 pp. No charge. 
The author attempts to estab- 

lish a_ statistical mechanism by 

which the abilities of individual 
physicians using the hospital may 
be evaluated. Using an unidenti- 
fied medical staff, the author ac- 
cumulated various numerical sta- 
VOL. 35 . 
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tistics on each physician. Correla- 
tion coefficients were computed by 


mathematical formulas for each 


pair of numerical factors to deter- 
mine if significant correlations 
existed. | 

The author concludes: “It (the 
study) does point up that admin- 
istration should leave evaluation of 
doctors to the medical profession.” 
This statement is neither proved 


“nor disproved by the study. 


Even though the title is much 
more positive than the results of 
the study, the study did sug- 


gest some interesting correlations 
which, although not necessarily 
useful in evaluating a physician’s 
ability, disclose some interesting 
patterns of behavior within a med- 
ical staff. For example, it was 
found that older physicians have a 
shorter average patient stay. 

Administrators with computing 
and tabulating equipment avail- 
able may find this study useful 
when initiating studies of medical 
staff behavior.—J. DILLMAN, field 
counselor, Hospital Counseling Pro- 
gram. 
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fersonnel changes 


@ John A. Aungst, former assistant 
administrator in charge of opera- 
tions research, Roswell Park Me- 
morial Institute, Buffalo, N.Y., is 
the new assistant director for plan- 
ning and development, Lakewood 
(Ohio) Hospital. J. Paul Lytle, who 
has been superintendent of Lake- 
wood Hospital since 1955, was ap- | 
pointed to the newly created posi- é : 
tion of controller. MR. AUNGST 


@ George M. Brewer has accepted the position of admin- 
istrator at Methodist Hospital, Lubbock, Tex., suc- 
ceeding the acting administrator, Marvin Hunter. Mr. 
Brewer formerly held the position of director of 
Louisville (Ky.) General Hospital. 


@ John M. Danielson has been named executive vice 
president of the Evanston Hospital Association. John 
A. Reinertsen has been named to replace Mr. Danielson 
as administrator, effective October 1. Mr. Danielson 
came to Evanston Hospital as administrator in July 
1957. Previously he had served as administrator of 
the North Shore Hospital in Manhasset, N.Y., and as 
assistant to the director of Johns Hopkins Hospital 
in Baltimore. He holds a master’s degree from the 
University of Minnesota School of Hospital Adminis- 
tration. 

Mr. Reinertsen came to Evanston Hospital in 1953, 
and was named assistant administrator in 1954 and 
associate administrator in 1957. Mr. Reinertsen holds 
a master’s degree in hospital administration from 
Northwestern University. 


@ Dennison L. Larson, administrator of Bethesda Hos- 
pital, Hornell, N.Y., has’ resigned his position to enter 
private business in Oakland, Calif. Mr. Larson is a 


member of the American College of Hospital Admin- 


istrators. 
@ J. Paul Lytle (see Aungst item). 


@ Frank L. Muddie has been appointed administrator of 
Roswell Park Memorial Institute, Buffalo, N.Y. Prior 
to this appointment Mr. Muddle served as assistant 
administrator of the Cleveland Clinic Hospital. He 
is a graduate of Washington University course in hos- 
pital administration and served his residency at Ohio 
State University Hospitals, Columbus, Ohio. 


@ John A. Reinertsen (see Danielson item). 


@ Sister St. Marcienne, $.M. (see Sister St. Theresa, S.M.., 
item). 


@ Sister St. Theresa, $.M., has been appointed superior- 
administrator of Oak Park (Ill.) Hospital. She 
succeeds Sister St. Marcienne, $.M., who was named 
superior-administrator of Misericordia Hospital, Mil- 
waukee. Prior to her appointment to Oak Park, Sister 
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St. Theresa served as superior-administrator of St. 
Mary’s Hospital, Green Bay, Wis. She was also su- 
perior-administrator of Oak Park Hospital from 1949 
to 1955. 


@ Cora Radke, formerly administrator of Delnor Hos- 
pital, St. Charles, Ill., has been appointed adminis- 


-trative consultant to the board of trustees of that 


hospital. The position of administrator will be filled 
by John A. Taft Jr., who has held the position of assist- 
ant administrator for the past four years. 


@ John A. Taft Jr. (see Radke item). 


Death 


Winford H. Smith, M.D., 84, past president of 
the American Hospital Association and director 
of the Johns ton 9g Hospital from 1911 to 

see bs 1946, died at that hos- 

pital November 13. 

Recognized as one of 

the early experts in the 

field of hospital ad- 
ministration, Dr. Smith 
served as president of 
the AHA in 1916, and 
later was a member of 
the Board of Trustees. 
report for the As- 
sociation, “Hospital 

Progress’, received 

wide attention, and in 

1943 he was awarded 

DR. SMITH a gold medal by the 
AHA for outstanding service in the field of 
hospital work. 

Dr. Smith was born in West Scarboro, Maine, 
and received his M.D. degree from the Johns 
Hopkins University School of Medicine in 1903. 
During World War I he served as major in 
the United States Medical Reserve Corps, and 
later was awarded the Distinguished Service 
Medal. 

While serving his 35-year tenure at Johns 
Hopkins, Dr. Smith was a member of numer- 
ous hospital advisory committees and acted as 
consultant for a number of large teaching hos- 
pitals, including those at the University of 
Chicago, Yale and the Cornell Medical Center. 
In 1935 he was chairman of the advisory com- 
mittee of the Baltimore City Department of 
Welfare, and in 1941 served as president of 
the Maryland-District of Columbia Hospital 
Association. 
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And Then What Happened? 


Many of the cases reported in this column are 
decisions of courts which are not the final legal 
resort. Occasionally, an appellate or trial court is 
overruled by the highest court in the jurisdiction. 
More often, the lower court’s position is upheld on 
subsequent appeal. In either instance, it is not until 
the highest state or federal court acts that resolution 
of an issue is accomplished. Even then, it is possible 
for the legislature to change the case law by statu- 
tory enactment, or for the highest court of appeals 
to reverse itself the next time the same issue comes 
before it. 

Experience demonstrates, however, that (1) few 
trial court verdicts are appealed; (2) not too many 
intermediate appellate court decisions are brought 
to the highest court and few of those are reversed; 
(3) remedial legislative action is rare, and (4) re- 
versal of its own precedent by a high court is not 
a common occurrence. 

Some cases previously discussed in “The Law in 
Brief” have been subject to later consideration by 
higher courts. These are the more important ones: 


HOSPITAL MUST AID REAL EMERGENCIES 


—Emergency Care as a Hospital Duty, HOSPITALS, 
J.A.H.A., Oct. 1, 1961, p. 142. The Supreme Court of 
Delaware has upheld, in principle, the liability of 
a voluntary nonprofit hospital for damages resulting 
when an emergency patient was turned away. It 


agreed with the lower court that the public has a 


~ right to expect that the existence of an emergency 
room means service will be rendered when needed. 
Refusal of emergency treatment may worsen the 
injury or ailment because medical aid is delayed. 

The upper court placed upon the plaintiff the 
‘burden of proving the emergency nature of each 
circumstance, however. The superior court had given 
the responsibility to the hospital to explain why it 
did not treat the applicant. As resolved, the principle 
requires the plaintiff to show that there was a genuine 
emergency and that the hospital emergency room 
personnel should have recognized this fact and helped 
the injured person. Hence, the presumption of inno- 
cence continues to apply to hospital defendants and 
the burden of proving negligence falls, where it has 
traditionally, on the plaintiff. Wilmington General 
Hospital v. Manlove, 30 Law Week 2180 (Del., 1961). 


HOSPITAL WINS STAPH INFECTION SUIT . 


—Verdict in Hospital Staph Infection Case, Hos- 
PITALS, J.A.H.A., Aug. 1, 1960, p. 97. A trial court 
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_ jury had rendered a verdict of $25,000 for the plain- 


tiffs against a Memphis, Tenn. hospital. The defend- 
ants had doubted that there was (1) adequate proof 
of hospital-acquired infection or (2) a showing of 
hospital negligence which was the proximate cause 
of the infliction. 

The Tennessee Court of Appeals reversed the trial 
court and declared-that the jury’s verdict should not 
have been allowed to stand. The trial record failed 
to demonstrate that the plaintiffs really had con- 
tracted a staphylococcus infection. No laboratory test 
results were submitted into evidence so that it was 
only speculative as to whether there was a staphy- 
lococcus infection, or that it was acquired while the 
plaintiff infant was in the hospital. Plaintiffs’ own 
medical witness testified that staphylococcus infec- . 
tions usually become observable in two to five days, 
but this one was not noticed until a month after 
discharge from the hospital. The appellate court was 
impressed and considered this information as being 
adverse to the plaintiffs’ claim. Methodist Hospital 
v. Thompson, 13 C.C.H. Negl. Cases 2d 196 (Tenn. 
App., 1961). As precedent, this case makes it more 
difficult for a claimant to prove that an infection 
was a staphylococcus infection and that it was in- 
curred in the hospital. 


BLUE CROSS PAYS AFTER ALL 


—Workmen’s Compensation Exclusion in Blue 
Cross Contract, HOSPITALS, J.A.H.A., May 1, 1960, 
p. 98. In the prior litigation, Hospital Service Plan 
of New Jersey won a partial but not inexpensive 
victory. Later the defeat became complete as the 
appellate court was reversed by the higher tribunal. 
The problem arose from language in the Blue Cross 
benefit certificate which excludes coverage when hos- 
pital services are “compensable” under workmen’s 
compensation laws. Earlier the court held that where 
an employee’s medical care could have been covered 
by workmen’s compensation but he chose not to 
obtain such treatment, or he procrastinated, hospital 
charges were considered compensable, even though: 
not actually compensated. Consequently, Blue Cross 
was held not to be obligated (except to the extent 
of the payments which it had made before discover- 
ing the possible exclusion in the case). 

The opinion of reversal defines “compensable” as 
meaning “compensated”. It explains: “The test was 
whether ‘benefits’ were actually paid to the policy- 
holder and not whether such benefits were available 


This material is not legal advice. The information on this page should not be 
used to resolve legal problems. For advice on such problems a hospital should 
consult a member of the local bar. 
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..”’ Hunt v. Hospital Service Plan of New Jersey, 
29 Law Week 2025 (N.J. Sup. Ct., 1960). 


U.S. MUST SHARE LIABILITY 


—Contribution of Joint Tortfeasors, HOSPITALS, 
J.A.H.A., Feb. 1, 1960, p. 96. In the first report of this 
litigation, the United States avoided liability because 
the statute of limitation had run out. The plaintiff 
recovered a judgment against the manufacturer of an 
allegedly defective x-ray machine, which was neg- 
ligently operated in a District of Columbia hospital, 
but he had waited too long to sue the government 
as well. The manufacturer claimed that since the 
government was equally liable, it should contribute 
half the loss which the machine maker was obligated 
to pay. 

The government’s success was short-lived. In Kele- 
ket X-Ray Corp. v. U.S., 28 Law Week 2414 (C.A. 
D.C., 1960), the prior decision was reversed. Although 
the time had run out so that the government could 
not have been sued, the government could not escape 
having to contribute toward payment of the judg- 
ment against its fellow tortfeasor. The court consid- 
ered this situation similar to one where the plaintiff 
releases one joint tortfeasor and chooses to sue the 
other. The one against whom the judgment is ren-- 
dered may obtain contribution from the defendant 
who, ostensibly, was released. Evidently, in federal 
court, joint defendants are compelled to defend them- 
selves together and are discouraged from making 
separate settlements. This situation is applicable to 
the not uncommon case of hospital and physician 
who are joint defendants in a malpractice action. In 
some states, the release of one joint tortfeasor acts 
to release them all. In other jurisdictions, separate 
settlements are acknowledged, but it appears from 
the instant case that this procedure is not recognized 
in federal cases. 


a COMPELLING MEDICAL SOCIETY MEMBERSHIP 
—Exclusion from Medical Society as Antitrust 


Violation, HOSPITALS, J.A.H.A., Nov. 1, 1958, pp. 89 


and 90. A physician who had been denied member- 
ship in his county medical society brought an anti- 
trust suit against more than 60 defendants. He as- 
serted that they had combined to prevent him from 
obtaining.medical society status and thus kept him 
from gaining hospital staff privileges. This conspiracy, 
he contended, was an offense against a California 
common law principle as well as a breach of a state 
statute. At issue before. the appellate court was 
whether the practice of medicine constitutes a “trade’”’ 


so that there can be a “restraint of trade”. The plain- 


tiff-physician won his point—that practicing a pro- 
fession may be considered a trade—and the case was 
referred back to the trial court for further proceed- 
ings. 

Unfortunately for those who prefer to have un- 
resolved issues of law clarified, the dispute was 
settled out of court. The doctor’s suit against the 
many defendants was dismissed upon agreement to 
admit him to membership in the medical society. 
Tatkin v. Los Angeles County Medical Association 
(Super. Ct. for County of Los Angeles, June 15, 1961). 

(Continued on page 107) 
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service is available to those whose 
ideals we approve and respect. | 


e In advance of commitment, our clients shall have the 
opportunity to evaluate the experience and _° the 
moral character of our personnel. 


e Relations with our clients must be gollmeted 
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e Public relations programs must be of highest aeality and must 
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NOTA BENE! 


The R. D. Grant Company has acquired 
ownership of the Airmass Alternating 
Pressure Pad—the original and univers- 
ally accepted method of preventing and 
treating decubital ulcers. | 


We dedicate ourselves to patient welfare. 
WE INTEND 


* to improve our professional communicatiuns 
with doctors and nurses. 

* to expand our training and educational et. 
forts in all hospitals. 

* to program economic assistance to (id est, 
save money for) nursing homes and chronic 
hospitals. | 

* to help our medical and hospital equipment 
dealers sell our products with workable sales 
programs. | 

This will lower the costs of patient care for the 
hospital, the nursing home and the bedfast pa- 
tient at home. 3566-RDG 


AIRMASS CORPORATION 
an operation of 


The R. D. Grant Company 
Dept. 8, Hippodrome Building « Cleveland 15, Ohio 
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State Health Officers Ask More Hospital Aid 


State health officials, meeting in their annual con- 
ference with the Surgeon General of the Public 
Health Service, recommended federal financial aid 
to the states for the modernization, expansion, re- 
placement and new construction of hospital and 
medical facilities in urban areas. They specified that 
such aid should be administered by the state Hill- 
Burton authorities and funds provided “should be 
over and above” those needed to carry out present 
provisions of the Hill-Burton Act. 

The recommendation was among approximately 


90 in the health field approved by the conference 


-in Washington sessions November 2-10, during which 
the health officers also met with the-Chief of the 
Children’s Bureau, Department of Health, Education, 
and Welfare. The delegates were health officials of the 
50 states, the District of Columbia, Guam, Puerto Rico 
and the Virgin Islands. Pr 

Another major recommendation in the hospital 
field concerned planning of facilities in urban areas. 
The conference proposed that the “Surgeon General 
recommend federal legislation to be administered 
through the state Hill-Burton authorities for the 
purpose of securing the development of a coordinated 
program of facilities and services that will ensure 
. quality care at the lowest possible cost”. The health 
officers specified two ways in which this could be 
done. One was financial assistance to the states “on 
a continuing basis to survey the need for moderniza- 
tion, expansion, replacement and new construction 


of care facilities in urban areas; and for the pro- 


vision of consultation and assistance to local planning 


agencies in the development and implementation of. 


local plans for hospital and medical facilities”. The 
second was “special project grants for local planning 
bodies on a continuing basis to develop and imple- 
ment comprehensive and coordinated plans for medi- 
cal care facilities and services in those communities 
or regional areas”, Such grants, the recommendation 
continued, should be made only after the local plan- 


ning groups had submitted applications to the ap- | 
propriate state Hill-Burton authority and received — 


approval for the grants. 

Several other conference resolutions dealt specifi- 
cally with hospital and- Hill-Burton activities. One 
proposed that the Public Health Service amend the 
Hill-Burton Act to provide funds on a matching 
basis to all states for the improvement of the admin- 

istration of the program. Another recommended that 
the PHS request the Housing and Home Finance 
Agency to consult with state Hill-Burton agencies 
before approving applications for direct loans to 
nonprofit groups for rental housing for the aged. 
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There was also a proposal that the PHS “initiate 
studies to develop more precise methods for esti- 
mating bed needs, especially for psychiatric and 
long-term care’. 

Allied with hospital activity was a recommenda- 
tion that metropolitan planning of health services 
be encouraged by state and local health departments. 
The conference proposed that these departments 
should collect information on legislative, administra- 
tive, fiscal and other developments in such metro- 
politan planning, which in turn, should be collated 
by the PHS and distributed to interested groups. 


Radiation Hazards Considered 


Radiation hazards were one of the special concerns 
of the state health officials at their annual confer- 
ence. They reported a special resolution proposing 
that primary responsibility for health and safety 
factors be vested in the PHS and in the health 
departments of state governments. 

On civil defense, the conference recommended a 
presidential executive order designating the Depart- 
ment of Health, Education, and Welfare as the na- 
tional agency responsible for the civilian health 
defense mobilization program. Special grants to state 
health departments were proposed and the conference 
also recommended that $2 million should be ear- 
marked from existing grants to states for self-help 
and shelter health programs. 


Doctor Draft Now 1025 


A mid-November doctor draft call, the third this 
year, brought the total for 1961 to 1025. The mid- 
November number was 345, all for Army service. 
They will report for duty in December and January. 

The first draft this year was for 185 last spring; 


_it was the first doctor draft in four years. The second 


call came early in October and was for 495 physicians, 
of which 275 were for the Army, 150 for the Air 
Force and 70 for the Navy. A Defense Department 
spokesman ‘said that all 495 had received their draft 
notices, but that not all these doctors were yet 
on active duty. 


The most recent draft call came sooner than 


Defense Department officials had anticipated. The 
need for additional doctors stemmed from two 
things. One was the Department of Defense ruling, 
subsequent to the October call for 495, that it would 
not reinduct involuntarily doctors with 21 or more 
months of active duty who are in the ready reserve 
but not in pay status. The other was the continuing 
build-up in U.S. armed forces strength. 
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Home Care Program In Michigan ‘Success’, 


Report Summarizes One Year’s Progress 


A progress report on the first year of operation of a home care project 


in Michigan has disclosed that: 


@ Home care programs can fulfill a real need in a wide range of con- 
ditions, and need not be limited to elderly, chronically ill patients. 
® The reaction of physicians and patients was mainly favorable. 


® Statistically it appears that in 
a properly organized program a 
considerable saving of inpatient 
days is possible. 

@ An indirect but substantial 
dollar saving to the community can 
be realized. 

The program, a joint effort of 
Michigan Hospital Service (Blue 
Cross) and the Detroit Visiting 


_ Nurse Association, was designed to 


determine through first-hand ex- 
perience the possible advantages 
of offering home care service to 


- Blue Cross subscribers, as well as 


the effects it might have on hos- 
pital occupancy and Blue Cross 
costs. 

Although it is pointed out that 
further experimentation is required 
before final conclusions may be 
warranted, the report states that 
the program “appears to have been 
highly successful’. 

According to Edwin L. Harmon, 
M.D., medical director, Michigan 


Hospital Service, ‘“Nearly a 50 per 


cent higher case intake was ex- 
perienced than had been estimated. 
Gratifying spreads of cases, both 


by age groupings and medical di- 


agnoses were encountered. Expres- 
sions of patients and physicians 
alike were predominantly favor- 
able.” 

The program was organized 
around the concept that the service 
be centrally administered by an ap- 
propriate single organization, and 
that the services include—on a co- 
ordinated and medically directed 
basis—physician care, nursing Care, 
social service and ready access to 
inpatient facilities when needed. 
The program was planned to oper- 
ate in four representative Detroit- 
area hospitals, which were roughly 
comparable in size and in the num- 
bers of annual admissions reported, 
and were located in heavily popu- 
lated middle class sections of the 
community with each area having 
its own population characteristics. 

The reaction of physicians and 
patients to the home care program 
in general was favorable. Among 
the reasons given for unfavorable 
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reaction were failure of the plan 


to cover physicians’ charges for 
home or office visits during home 
care, and the inconvenience of pro- 
curing drugs, medical supplies and 
follow-up laboratory services. 
Some physicians were critical of 
the possibilities for abuse of the 
program, but the report points out 
that such comments neglected to 
consider the same possibilities for 
abuse in inhospital care. 


HOSPITAL DAYS SAVED 


The report stated that in such a 


program a considerable saving of 
inpatient days is possible. Physi- 
cians conservatively estimated that 
hospitalization days saved during 
the program averaged 20 days per 


case. For the 443 cases discharged 


from the project hospitals during 
the study period, the inpatient days 
saved on this average basis would 
total 8860.. | | 

The over-all cost of $261 per 
case was somewhat less than the 
$300 per case that had been esti- 
mated. Computed against the aver- 
age estimated cost of $700 per case 
for continuing hospital care for 20 
days at current inpatient operating 
costs, these home care costs show a 
large saving. 

“At the same time,” the report 
notes, “it must be recognized that 
with 60 per cent coverage of the 
greater Detroit area population by 
Michigan Blue Cross there is the 
probability that in 60 per cent of 
the cases of earlier discharge the 
vacated hospital beds will be im- 


mediately filled by other Blue > 


Cross subscribers. This gives a 
certain degree of weight to the 
argument that home care may not 
really save Blue Cross money, ex- 
cept on a long-range basis.”’ 

The report points out, however, 
that use of home care makes pos- 
sible the more effective use of ex- 
isting hospital beds by greater 
numbers of patients, which has 
the effect of postponing the time 


when the hospital must build more. 


beds, and thus producing an in- 
direct but substantial dollar saving 
to the community. 

The report states that experi- 
ence in the Home Care Program 
shows that there is a need for a 
responsible person to be assigned 
at each hospital to work with the 
physician, admitting office, nursing 
and social service departments as 
a coordinator. Without such con- 
tinuing attention, optimum levels 
of case intake cannot be main- 
tained. 


With the approval of the man- 
agement of both Michigan Hospital 
Service and the Detroit Visiting 
Nurse Association, the board of 
trustees of the Michigan Hospital 
Service authorized a continuing 
study through 1961, with a mod-_ 
erate degree of expansion under 
conditions to be determined by 
management. Five additional hos- 
pitals have been included in the 
Detroit area program, and it has 
spread to several other Michigan 
communities. 


Nursing Home Accreditation | 
Under Way In California 


The California Commission for 
the Accreditation of Nursing Homes 
and Related Facilities has an- 
nounced to some 4000 California 
nursing homes, convalescent hos- 
pitals, boarding homes, rest homes 
and sanitariums that the state- 
wide accreditation program is in 
operation. It urged them to consider 
carefully the merits of the pro- 
gram and join in its implementa- 
tion. 

The commission is sponsored by 
five professional groups—the Cali- 
fornia Medical Association, the 
California Hospital Association, the 
California Dental Association, the 
Southern California State Dental 
Association and the California As- 
sociation of Nursing Homes, Sani- 
tariums, Rest Homes and Homes 
for the Aged, Inc. 

The commission is the outcome 
of two years of effort on the part 
of the members of the California 
Joint Council to Improve the Health 
Care of the Aged. Two of its ob- 
jectives are to appraise the avail- 
able health resources for the aged 
and develop community programs 
to foster the best possible care for 
the aged. 

(Continued on page 100) 
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Gean B. Haffey Jr., executive di- 
rector of the commission, said that 
the program will be carried out on 
a voluntary basis similar to that 
offered hospitals by the Joint Com- 
mission on Accreditation of Hos- 


_pitals, whose long experience has 


resulted in a workable guide used 
successfully throughout the United 
States for establishing and meas- 
uring hospital operation. 

“The primary purpose of the 
program,” explained Mr. Haffey, 
“is to assist the owners-operators 
of nursing homes and reiated facil- 
ities to raise the level of care being 


rendered. The impact and value of 
such a program in the broad field 
of private care of aged persons 
is one that can have a tremendous 
value to the residents of these 
homes, as well as to the citizens 
of California.’ There is no doubt, 
he continued, that there is a con- 
siderable amount of concern on the 
part of the public, government and 
the owners-operators themselves 
as to the quality of services being 
rendered by these facilities. Ac- 
creditation granted by the commis- 
sion will indicate to the public that 
the basic requirements stipulated 
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Jewett counter-top Blood Banks make the most efficient 
use of your laboratory work surface area. Stainless steel 
throughout, they provide ample blood storage for most 
requirements. Illustrated Model CT-2 has a capacity of 80 
650-cc. bottles; Model CT-1 40 bottles and CT-4 160 
bottles. All three units are available with counter top as 
shown, or without top for under-counter application. The 
Jewett factory-set, automatic dual controls produce and 
maintain a cabinet temperature of 39.2° F. to 42.8° F. 
(4° C. to 6° C.) Each unit is provided with the Jewett 
alarm system that gives audible and visual warning in the 
event of temperature fluctuation beyond safe limits. 


by law are being surpassed and a 
superior grade of care is being 
given, he said. 

Eight facilities have already been 
granted accreditation and others 
have been surveyed and are await- 
ing action by the Board of Com- 
missioners. 

“Competition by private enter- 
prise,’’ concluded Mr. Haffey, 
“aided by stiffer regulations, and 
the financial ability of more per- 
sons to obtain better care, or by 
government intervention, will force 
the substandard home to either 
improve its standards or, to put it 
bluntly, go out of business. The 
number of persons 65 years of age 
and over is increasing too rapidly 
for society to ignore these needs | 
any longer.” . 


Arkansas Court Upholds 
Immunity of Hospitals 

A decision affirming and clari- 
fying the charitable immunity of 
voluntary nonprofit hospitals in 
Arkansas has been handed down 
by the state Supreme Court. 

The court ruled that a paying 
patient cannot recover for negli- 
gence in a voluntary nonprofit hos- 
pital in a suit brought on behalf 
of a young girl against the Sisters 
of Mercy of St. Joseph’s Hospital, 


- Hot Springs. The plaintiff charged 


that the careless and negligent ac- 
tion of employees of the hospital 
caused the child to suffer perma- 
nent injuries, 

The claim failed both as a negli- 
gence action and a contract matter. 
The opinion states: “...our con- 
clusion is that there can be no 
recovery on the contract alleged 
here and, since the appellee is a 
public charity as a matter of law 
and is therefore not liable in tort, 
and is not liable on the alleged 
contract, the trial court did not 
err in dismissing both complaints.”’ 

It was pointed out that this does 
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Administrative Residents 


GEORGE WASHINGTON UNIVERSITY residents and staff are (from left) 
first row: Frank D. Whalen, Ramiro Walker Mendoza, Frank P. lacobell, 
Prof. Frederick H. Gibbs (program director), Andrew R. McKillop, Leonard 
P. Hofer, Theodore |. Jongerius. Second row: Charles W. B. Gravett, 
Noel Woodley, Henry Paul Bunting, Daniel G. Richardi. Third row: 


Frederick J. Kessler, Norman M. Karshmer, William A. Parker, Leonard 
J. Muller, Norman C. Crews Jr. Fourth row: Richard G. Hill, Otte G. 
Spamer Jr., David A. Musgrave, George L. Reynolds, Fernando S$. Rojo, 
Wallace M. Dow, Robert J. Allen, Alvin M. Powers. Fifth row: Robert 
M. Carr, Travis C. Glenn, Joel T. Kass, Walter G. Hardin. 


of their employees and agents. 

@ In 8 states there is such liability 
but only to paying patients. 

@In 5 states there is liability, 
though recoveries are limited to 
the extent of insurance coverage 
or other nontrust fund property. 
@ In 11 states rather complete im- 
munity from negligence liability 
still protects nonprofit hospitals. 
@In 8 states charitable hospitals 
are liable only for damages result- 
ing from negligent selection or re- 
tention of personnel. 


@ In one state there is a statutory 
limit of $10,000 on the amount a 
plaintiff can recover against a non- 
profit hospital. 

@ In 4 states there are no prece- 
dent cases and it is not known 
whether charities enjoy immunity 
or are subject to liability. « 


Massachusetts Hospital Plans 
Bomb Shelter Construction. 


Saugus General Hospital in East 
Saugus, Mass., has disclosed plans 


for a large, underground bomb 
shelter to house between 700 and 
800 hospital patients and person- 
nel. 

The 200 by 70 foot shelter, which 
the hospital believes to be the first 
such facility planned by any hos- 
pital in the country, will be stocked 
with enough food and equipment 
to sustain life for at least 30 days. 
Equipment will include the hos- 
pital’s oxygen supplies, a food 
storage plant, a heating system, 
a driven well, a generating plant 
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CHOICE... 


_%% NURSES .. . like its sanitary cleanliness! — 
DOCTORS . . . appreciate its efficacy! 
# ADMINISTRATORS . . . like its economy! 


OTHER IMPORTANT FEATURES 
PURE CASTILE LIQUID SOAP * PREVENTS 
SPREAD OF INFECTIONS * EASY-TEAR TAB ON 
DOUBLE-WALL CLEAR PLASTIC BAG * NO DRIP, 
SITS UPRIGHT .* MEASURED ADULT DOSAGE + . 

CLEAN * CONVENIENT * PERSONAL | 


FREE SAMPLES: You'll be delighted with 
M-2. Why not write the monvufacturer 
today for generous supply of standard size — 


PRODUCTS COMPANY 
lower St.,; Bu rbank, Calif. 
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and a communications system. 
The facility will be constructed 
10 feet below the surface and will 


be made of 20-inch reinforced con-- 


crete, with a roof of steel and 
concrete, covered by a lead sheath 
topping and asphalt. It will be 


built according to the latest civil 


defense recommendations. 
Vincent G. Pendleton Jr., ad- 
ministrator of the hospital, said 
the decision to construct the bomb 
shelter comes in response to “the 
worsening world situation and the 
growing concern over what will be 
the fate of hospital patients in the 
event an atomic bomb is dropped”’. 
The shelter, it was pointed out, 
is a sure method of insuring con- 
stant care for hospital patients 
during such an emergency, and 
also for providing trained medical 
personnel to care for the patients 
and for possible use in the disaster 
area when such aid is feasible. 
According to the administrator, 
a unique means of paying for the 
shelter has been devised by the 
hospital’s auxiliary. The hospital 
will offer a 10 per cent reduction 
in payment of the unpaid balance 
of hospital bills—that portion not 
covered by hospitalization—to all 
persons who join the hospital aux- 
iliary. Membership will cost $1 per 


—GREEN BLANKSTEIN RUSSEL ASSOCIATES, ARCHITECTS AND ENGINEERS 


ST. PAUL’S HOSPITAL, Saskatoon, Sask., a $3,811,337 project, was started July 1 and is 
expected to be completed by July 31, 1963. The front of the structure will be seven stories, 
with the entrance lobby and administration on the main floor and six patient floors above. 
Diagnostic and treatment facilities, including the laboratory, x-ray, operating and delivery 
suite, will be housed in the rear section. The hospital is being built for the Sisters of Charity 


in Saskatoon. 


month. He said the facility could 
be completed in three months. 8 


Blue Cross Pays $948 Million 
In First Six Months of 1961 


During the first six months of 
1961, Blue Cross Plans in the 
United States paid out a record- 
breaking $948 million in expenses 
for the care of members, according 
to the latest Blue Cross Associa- 
tion financial report. 


& OTHER SAFETY AIDS FOR THE HOSPITAL INDUSTRY 


Our safety films and attention-getting safety literature are part of a 
well-coordinated safety program that can result in better patient 
care and improved employee morale. 


ARGONAUT INSURANCE 


HOME OFFICE: MENLO PARK, CALIFORNIA 


Workmen's Compen 
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sation & Hospital Liability through independent agents & brokers 


The figure represents approxi- 
mately 95 per cent of the Plans’ 
total income from subscribers. Op- 
erating costs were 4.9 per cent of 
this income, and 0.3 per cent was 
added to reserves. In 1951 the 
Plans paid $223 million, or 93 per 
cent of the total subscriber income. 

The financial report notes that 


Canadian Plans paid nearly $14 


million in claims expenses, or 78.1 
per cent of the total income. Oper- 
ating expenses amounted to 8.7 
per cent, and 13.2 per cent was 
added to reserves. Reserves for the 
Canadian Plans are equal to 8.34 
months of average expenses. 

A report on Blue Cross enroll- 
ment for the same period disclosed 
that there was a total of 59,077,000 
members at the end of June, with 
55,814,000 members, or 31 per cent 
of the population, in the United 
States, and 3,263,000 or 23 per cent, 
in Canada. The second quarter re- 
sulted in a net increase of 40,372 
members in the United States and 
13,959 in Canada. | 

The statistics show a total net 
loss in members for the six-month 
period was 295,849, as compared 
to a gain of 212,002 members in 
1960. 

In the first half of this year 
31,231,000 days of hospital patient 
care were paid for by Blue Cross 
Plans, and treatment for 1,498,000 
outpatients was covered. The total 
number of outpatient cases paid 
for by Blue Cross was 342 per 
cent greater than a decade ago. 


‘Dial-A-Dietitian’ Program 
Discussed At ADA Panel 

A way to bring scientific advice 
about diet to people in metropoli- 
tan areas is the “Dial-A-Dietitian”’ 
program, which was the subject of 
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a panel discussion at the meeting 
of the American Dietetic Associa- 

tion in St. Louis, October 24-27. 
- Under this program, persons in 
certain areas may obtain answers 
to questions about foods and nor- 
mal nutrition in response to tele- 
phoned queries. Questions involv- 
ing prescription of diets and eating 
problems with psychological im- 
plications are referred to a physi- 
cian. 

Such programs have been sug- 
gested as one means of providing 
continuity of care for patients who 
undertake a modified diet in a 
hospital and need additional help 
in the details of following such a 
diet. | 

The first ‘““Dial-A-Dietitian” pro- 
gram was initiated two years ago 
in Detroit, and similar programs 
have recently been undertaken in 
Los Angeles, Columbus, Ohio, 
Evansville, Ind., and the Bay Area 
of San Francisco. Such programs 
are carried out by local dietetic 
associations and are administered 
_ by the ADA under the sponsorship 
of the Nutrition Foundation of New 
York. 


Three Staff Appointments 
Announced by AHA 


Edwin L. Crosby, M.D., director 


of the American Hospital Associa- 
tion, has announced three AHA 
staff appointments. 

Ray Matylewicz, formerly a staff 
representative, was appointed con- 
troller, effective Nov. 1, 1961. 

John E. Sullivan, formerly con- 


‘troller, was appointed assistant di- © 


rector of the AHA. He will remain 
as head of the Department of Fis- 
cal Services and as assistant treas- 
urer of the Association. 

Harold E. Goetsch, formerly a 
staff representative, was appointed 
assistant director, Division of Ad- 
ministrative Practice, Department 
of Administrative Services, effec- 
tive Nov. 1, 1961. He will also serve 
as assistant secretary of the Coun- 
cil on Administrative Practice. 


Groups Elect Officers 


Alaska Hospital Association: Presi- 
dent, George Van Tilburg, Provi- 
dence Hospital, Anchorage; vice 
president, Sister Mary Luca, St. 
Ann’s Hospital, Juneau; secretary- 


treasurer, Mrs. Julia B. Calhoun, . 


Sitka Community Hospital, Sitka. 

Catholic Hospital Association of the 
United States and Canada: President, 
The Very Rev. Msgr. C. G. Shind- 
ler, diocesan director of hospitals, 
Diocese of Belleville, Belleville, II1.; 
president-elect, The Rev. James H. 
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Fitzpatrick, associate hospital di- 
rector, Diocese of Brooklyn, Ja- 
maica, N.Y.; first. vice president, 
The Rev. John A. Trese, archdio- 
cesan director of hospitals, Arch- 
diocese of Detroit; second vice 
president, The Rev. Paul R. Moore, 
archdiocesan director of hospitals, 
Archdiocese of New Orleans, Chal- 
mette, La.; secretary, Sister Mar- 
garet Vincent, S.C.N., Sisters of 
Charity of Nazareth, Nazareth, 
Ky.; treasurer, Sister Mary Brigh, 
O.S.F., administrator, St. Mary’s 
Hospital, Rochester, Minn. 

Colorado Hospital Association: Presi- 
dent, Milton Speicher, administra- 
tor, Wray Community Hospital, 


Wray; president-elect, Robert L. 
Denholm, chief of administrative 
services, Colorado Department of 
Institutions, Denver; vice presi- 
dent, David G. Hutchison, admin- 
istrator, Boulder Community Hos- 
pital, Boulder; secretary-treasurer, 
Walter Dubach, assistant adminis- 
trator, Children’s Hospital, Den- 
ver. 

Indiana Hospital Association: Presi- 
dent, Richard W. Trenkner, ad- 
ministrator, Memorial Hospital, 
South Bend; president-elect, Jack 
A. L. Hahn, executive director, 
Methodist Hospital, Indianapolis; 
vice president, Sister Mary, admin- 
istrator, St. John’s Hickey Memo- 


When 
the Hollister Line-O- 
Vision bed and room 
sign catches your eye, 
you know at a glance 
that this bright and ver- 


satile sign is the easiest 
to read. Its unique design 
slants the message from any 
angle—upward from the bed, 


MORE than meets the eye 


downward from wall or door. 


But there’s more to this hard- 
working sign than meets the 


Quickly ‘written’ — 
nurse slips 

printed card 

into slot. 


eye! Line-O-Vision brings ur- 
gent orders direct to the patient's 
bedside, the treatment site. The 


\ 


\ 


Easily checked— 


staff attention 
is drawn to 


colorful reminder. 


the LINE-O-VISION bed sign 


colorful reminder cards attract 
staff attention, minimize chance of 
error. 
save nurses’ time, eliminating hand- 
written messages that may be 
overlooked, misunderstood, 


These printed reminders 


mislaid, or blown away. 
Line-O-Vision holds 

all reminders safe, 

clean, clear, beautiful. 

Patients and visitors 
appreciate its pro- 

fessional and 

cheerful look. 

Write for free 

brochure and 

ask about 


by 


_HoLListere 


INCORPORATED 
833 North Orleans Street, Chicago 10, Illinois 
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rial Hospital, Anderson; treasurer, 
Edmund J. Shea, administrator, 
Indiana University Medical Cen- 
ter, Indianapolis. 

Associated Hospitals of Manitoba: 
President, G. B. Rosenfeld, admin- 
istrator, Victoria General Hospital, 
Winnipeg; first vice president, R. 
J. Hood, trustee, Fox Memorial 
Hospital, Carberry; second’ vice 
president, P. L’Heureux, M.D., 
medical director, St. Boniface Gen- 
eral Hospital, St. Boniface; hon- 


-orary secretary-treasurer, Frank 


Barker, trustee, Brandon General 
Hospital, Brandon. 

Southwestern Michigan Hospital Coun- 
ci: President, Glen J. Durham, 
administrator, Sheldon Memorial 
Hospital, Albion; vice president, 
Floyd -Weddle, assistant adminis- 
trator, Bronson Methodist Hospital, 
Kalamazoo; secretary, James F. 
deSpelder, administrator, Oaklawn 
Hospital, Marshall; treasurer, Les- 
lie J. Froman, administrator, Pipp 
Community Hospital, Plainwell. 

Oregon Association of Hospitals: Pres- 
ident, S. O. Kivle, administrator, 
The Good Shepherd Hospital, 
Hermiston; president-elect, Paul 
Hammer, administrator, Mast Hos- 
pital, Myrtle Point; vice president, 
Sister Ernestine Marie, administra- 
tor, Providence Hospital, Portland; 
secretary-treasurer, P. D. Fleissner, 
administrator, McKenzie-Willa- 
mette Memorial Hospital, Spring- 
field. 

Hospital Council of Lackawanna Ccun- 
ty (Pa.): President, Mortimer B. 
Fuller Jr., International Salt Co., 
Clarks Summit; first vice president, 
The Hon. Judge T. Linus Hoban, 
Scranton; second vice president 
and chairman of administrators 
section, Sister M. William Joseph, 
R.S.M., Mercy Hospital, Scranton; 
secretary, Peter J. Lynott, Scran- 
ton; treasurer, David S. Vipond, 
Scranton Tobacco Co., Scranton. 

Quebec Hospital Association: Presi- 
dent, Paul Bourgeois, M.D., execu- 
tive director, Hépital Notre-Dame, 
Montreal; president-elect, J. Gil- 
bert Turner, M.D., executive direc- 
tor, Royal Victoria Hospital, Mon- 
treal; vice president, Sister Noemi 
de Montfort, superintendent, H6opi- 
tal Sainte-Justine, Montreal; treas- 
urer, Jacques Bouchard, president, 
Sanatorium St. Jean de Macimic, 
Amos. 

Tri-State Hospital Assembly: Presi- 
dent, Leonard P. Goudy, adminis- 
trator, Proctor Community Hospi- 
tal, Peoria, Ill.; vice president, Kar] 
H. York, administrator, St. Luke’s 
Memorial Hospital, Racine, Wis.; 
secretary, Edgar C. Kruse, admin- 
istrator, Lutheran Hospital, Fort 
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State Association Presidents 


COLORADO 


OREGON 


KIVLE 


ROGER J. VANDER BOOM 


MILTON SPEICHER a 
Administrator Administrator Administrator 
Wray Community Hospital The Good Shepherd Hospital Weston Memorial Hospital 
Wroy Hermiston Newcastle 


Wayne, Ind.; treasurer, Frederick 
S. Burd, director, Holland City 
Hospital, Holland, Mich. 

Upper Midwest Hespital Conference: 
President, Jack L. Rogers, admin- 
istrator, Sioux Valley Hospital, 
Sioux Falls, S. Dak.; president- 
elect, James A. Anderson, admin- 
istrator, Lutheran Hospital of Fort 
Dodge, Iowa. 

Wyoming Hospital Association: Pres- 
ident, Roger J. VanderBoom, 
administrator, Weston County Me- 
morial Hospital, Newcastle; secre- 
tary, Robert Manville, Memorial 
Hospital of Natrona County, Cas- 
per; treasurer, John O. Yale, ad- 
ministrator, Sheridan County Me- 
morial Hospital, Sheridan. 


Business Urged To Support 
Hospital Planning Councils 


Clifford F. Hood, retired presi- 
dent of the United States Steel 
Corp. and president of the Hospi- 
tal Planning Association of Alle- 
gheny County, Pittsburgh, warned 
business and industry of the pitfalls 
of hit-and-miss hospital planning 
at a meeting in Chicago, November 
9. 


In an address before approxi- 
mately 200 business, industrial and 
civic leaders prior to the third an- 
nual meeting of the board of the 
Hospital Planning Council for Met- 
ropolitan Chicago, Mr. Hood said 
that it was in “self-interest” that 
business should support hospital 
planning groups. He said that lack 
of coordination in community 
planning results in overexpansion 


for some institutions and bank- 


ruptcy for others. 
“As hospitals have become more 
important in health services, many 


have developed without regard to 
the total interests of the public 
which has provided the resources,” 
he said. “The multibillion-dollar 
hospital industry requires coordi- 


‘nation by responsible leaders of 


each community. If individual 
leaders do not share actively in 
the support of community plan- 
ning, it will become a government 
responsibility.” | 


Food Service Society 
Holds First Meeting 


The first annual meeting of the 
Hospital, Institution and Educa- 
tional Food Service Society was 
held in St. Louis on October 26. 

The society was organized in 
October 1960 with a membership 
of food service supervisors who 
have met certain requirements re- 
lating to education and experience. 
The majority of members are di- 
rectors of food service operations 
in hospitals and other institutions 
or trained, nonprofessional, assist- 
ants to dietitians. 

New officers elected. at this 
meeting -include: President, Elsie 
Lundin, Francis A. Bell Memorial 
Hospital,: Ishpeming, Mich; presi- 
dent-elect, Helen Wollett, Mercy 
Hospital, Pittsburgh; secretary, 
Mary E. Jump, Wells County Hos- 
pital, Bluffton, Ind., and treasurer, 
Josephine Dorko, Cleveland Metro- 
politan General Hospital. 


Hospital and medical economics 
in the mid-century 


(Continued from page 41) 


nesses. In doing this, let us not fall 
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into the quicksands of semantics. 


It is extremely important not to. 
let words like “subsidy” set off 


a chain of emotional associations 
leading to the end of the American 
way of life—and not to let phrases 
like “organized medical staff’ lead 
to filibustering and pettifogging 
speeches about dictatorship over 


medical practice. We have come 


into the literate era in medical 
care; many of the problems and 
the terms are explicit and well 
defined. It would be folly to lose 
battles through ignorance, fear of 
change, or adherence to folklore. 

Let us accept the challenge of 
coordination, organization, control 
and quality that must be met. Let 
us come to some convictions and 
then be affirmative rather than 
timid about them. 

Can we do it? We can if we get 
leadership. 

The requirements have particu- 
lar reference to the relationship 
between the AHA and BCA. In 
the last analysis, we in Blue Cross 
are dependent upon a good product, 
and that is where hospitals come 
in. If hospitals set standards high 


and establish the kind of machin- 


ery within and among themselves 
that is required to meet the prob- 
lems of control, use, quality and 
distribution, then the desirable sit- 
uation of professional control can 
continue and be counted on by a 
Blue Cross acting as feedback re- 
garding market pressures and con- 
ditions. 

The Blue Cross-hospital part- 
nership depends on strong hospital 
administration and strong area- 
wide hospital leadership and organ- 
ization. Without this and without 
strong Blue Cross leadership to 
support and balance, the very fine 
equilibrium of the partnership can- 
not be maintained, and one of the 
partners will have to attempt to 
make up for the other’s shortcom- 
ings at arm’s length. 

To put it another way, if we 


choose to be leaders, the AHA- 


BCA partnership will be shown 
as an actuality and a truth. If we 
choose a course of less vigor, of 
temporizing and apology, we dis- 
play as a fiction both our partner- 
ship and the whole voluntary 
movement. 


The case for coordinated 
hospital planning 


(Continued from page 53) 


tion, but clearly this has not 
proved adequate in a field so 
traditionally fragmented and au- 
tonomous. Hospital leaders are in- 
creasingly recognizing that pub- 
lic authority will be required to 
help them establish effective stand- 
ards.’”’6 Can the hospital field meet 
this challenge? Coordinated hospi- 
tal planning offers an effective 
means. It needs only to be accepted 
and used. 
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of procedure as well as on mechanics of 
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INSTRUCTION 


MEDICAL CARE AND PUBLIC HEALTH 
SERVICES IN NORWAY. Planned for phy- 
Sicians, dentists, health administrators, 
nurses, social workers. (Registration limit- 
ed) June 30 to A 9, 1 . Write: Oslo 
Summer School Admissions Office, North- 
field, Minnesota. 


POSITIONS OPEN 


El Camino Hospital, Mountain View, Cali- 
fornia, a ptember Ist, 1961, is con- 
tinuin TERED N applications for REGIS- 

1 Camino Hospital, 307 
ine is located in the Mountain View-Los 
Altos-Sunnyvale area, 35 miles south of 
San Francisco and 10 miles north of San 
Jose. Excellent housing, apartments and 
homes available within one mile of the 
Hospital. There are four colleges in the 
vicinit 7: = Temperate smog-free climate year 
aroun Write Director of Personnel, El 
Camino Hospital, 2500 Grant Road, Moun- 
tain View, California. 


1 
sory SCHOOL offers for third tim 
‘ 


HOSPITAL EXECUTIVE DIRECTOR: 700 
bed general hospital, municipal manage- 
ment, East. Applicants must have at least 
10 years increasingly responsible ge 
ence in hospital administration. At 
5 years heading a nationally accredited 
ene hospital of 250 bed capacity or 
rger, or as assistant director of a sub- 
stantially lar-er hospital or medical center. 
MHA A MPA degree highly desir- 
able. FACh... Salary open, immediate 
placement, submit detailed resume, experi- 
ence (esp. last 10 years), education vd 
Address HOSPIT 


DIRECTOR OF MEDICAL INSTITUTIONS: 
(M.D.) Salary Range $20,400-24,792. Head 
766-bed general hospital which is approved 
for internship and residency training. New 
$7 million addition opened two vears avo. 
Five years’ experience in hospital adminis- 
tration is required. For snallaniions. write 
to Santa Clara County, Personnel De 
ment, 70 West Rosa Street, San Jose 10, 
California, Final application date is Febru- 
ary 


NURSES NISTRATIVE 
NURSES beautiful Utah. The 
Thomas D. “nee Memorial Hospital has 240 
beds and is a general hospital. Gra-iuate 
degrees and experiences preferred and ap- 
plicants must possess a minimum of . 
Degree or equivalent in terms of super- 
visory experience. Salaries are open de- 
pending on background and experience of 
applicant. Progressive policies make this an 
exceptionally inviting area in which to 
Make application or inquiry to 
irector of Personnel, Thomas D. Dee Me- 
H 2440 Harrison Boulevard, 
en, U 


PHARMACIST, Chief for medical school 
Hospital in Chicago. Must be thoroughly 
Gupartanced in all phases of administra- 
tion of a large hospital pharmacy and 
licensed or eligible in the State of Illinois. 
Salary open with liberal fringe benefit 
program. Please state age, education, ex- 
ea ence and sala requirements in first 
tter. Address HOSPITALS, BOX L-24. 


Classifications; Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services: 2— 
Instruction: 3 — Wanted: 4— For 
Sale: 5—Positions Wanted : 6—Posi- 
tions Open: 7—Miscellaneous. 


Transient Rate: Thirty-five cents a 
word; minimum charge $5.00 per 
insertion. 


SURGERY SUPERVISOR for 300 bed com- 
munity hospital, six room air-conditioned 
suite, with new equipment. Personnel poli- 
cies including vacation, holidays, sick 
leave, and retirement, are far above aver- 
age. Sucessful candidate must have had 


— graduate training in Operating Room > 


rvision and experience in Operatin 
hoom Nursing. Salary commensurate wi 
training and e retest co All inquires will 
be held in strictest confidence. Address 
Hospitals, Box L-22 


DIETITIANS: Positions open in two of the 
larger hospitals within a network of ten 
general hospitals operating in the Appala- 
chian coal mining region of Kentucky, 
Virginia, and West Virginia. ADA mem- 
bership required, with experience in ad- 
ministration, teaching, and/or therapeutics. 


40 hour week, 4 weeks paid vacation, 7 . 


paid holidays, employee health program. 
Social security, plus noncontributory re- 
tirement plan. Salary open. Write or call 
collect. Miners Memorial Hospital Associa- 
tion, Box #61, Williamson, West Virginia, 
Phone: BElmont 5-2424, Ext. 24. 


MEDICAL RECORD LIBRARIAN wanted 
to assume full charge of record department 
in a newly built modern air conditioned 
210 general bed hospital. Salary open, 40 
hour week with benefits. Contact James 
Asher, Assistant Administrator, St. Joseph’s 
Hospital, 923 Powell Street, St. Joseph, 
Missouri, —, Adams 4-0821. 


MEDICAL RECORD LIBRARIANS: Posi- 
tions in three of ten general hospitals lo- 
cated in eastern Kentucky, southwestern 
Virginia, and southern West Virginia, op- 
erating on a regional pattern. Two posi- 
tions can be filled by a recent graduate, 
other position requires 5 years experience 
for consultative duty to community hospi- 
tals in region. Salary $4,860 and $5,340 per 


annu. 40 Hour week, 7 paid holidays, 4 


weeks vacation, social security, employee 
health and increment program. Write: 
Miners Memorial Hospital Association, Box 
#61, Williamson, West Virginia. 


DIETITIANS ADA: (female) National 
management organization with impeccable 
professional reputation offers career- 
minded ADA therapeutic and administra- 
tive dietitians exceptional opportunities as 
members of its professional Hospital Divi- 
sion staff. Attractive starting salary. Trav- 
eling moderate to heavy — depending on 
operational requirements. Paid travelin 
expenses. Future based on individua 
growth potential. Submit complete resume, 
including education, internship and work 
background. All inquiries held in strictest 
Address HOSPITALS, Box 


ADMINISTRATOR WANTED: 38 bed com- 
munity-owned, General Hospital, construc- 
tion start early 1962, South Lake Tahoe, 
California, Confi ential ee Decem- 
ber 1961-Janu 962, salary open, submit 
full resume w th letter of application. 
Write Immediately to: Coordinator, Barton 
Memorial Hospital, Box 555, Al Tahoe, 
California. 


MEDICAL DIRECTOR for St. Joseph's hos- 
pital, Victoria, B. C., Canada. Applicant 
must have a medical degree and training 
in Hospital Administration or equivalent 
experience. Duties will include responsi- 
bility for liaison with medical staff and 
functional officer of certain departments. 
St. Joseph’s Hospital has a capacity of 448 
with plans for ediate expansion. Ap- 
plications should contain qualifications, ex- 
perience, age, salary expectations and 
addressed to: Sister Mary Ann Celesta, 

Administrator, St. Joseph’s Hospital, Vic- 
toria, B. C. 


STAFF DIETITIAN: Excellent rtu- 
nity for a Dietitian in bed 


Personnel Department, 


program. Apply 
Christ — 2139 Auburn Avenue, Cin- 
cinnati, O 


ASSISTANT DIRECTOR NURSING SERV- 
ICE: 215 Bed Catholic Hospital, Masters 
Degree Nursing Service Administration re- 
quired, good salary and benefits, immedi- 
ate opening. Apply; Personnel Director, St. 
Margaret’s Hospital, Kansas City, Kansas. 


TRAINING DIRECTOR to supervise esteb- 

lished management and employee training 

program in progressive 350-bed voluntary 

hospital. Over 800 empl Pre- 
B. S. degree in Education. ly De- 

iiinois. Macon County Hospital. Decatur, 
nois 


MANUFACTURERS REPS: Choice terri- 
tories open for newly marketed patented 
hospital bed tilting device. Doctor in- 
vented, hospital soereyee- Contact Adco 
Products g-, , 318 E. Colfax, South 
Bend 22, Indiana. 


ANESTHETIST—Nurse; for 170 bed hos- 
pital; excellent personnel policies; 40-hour 
week; collegetown; living accommodations 
in nurses’ home if requested. Apply oC. 


DIETITIAN for 152 bed general hospital 
opened in 1953 and located in Columbia, 
Tennessee, 40 miles directly south of Nash- 
ville in a rapidly growing area. Prefer die- 
titian in the age bracket of 30-45. enlery 
open. Contact William B. Barnhart, 
ministrator Maury we Hospital. 


DOROTHEA BOWLBY ASSOCIATES 
8 South Michigan Avenue Chicago 3, Ill. 
Suite 603—ANdover 3-5293 
Dorothea Bowlby, Director 


A Specialized Employment Service for 
Medical and Hospital Personnel. (Men 
and Women.) For Administrators, Person- 
nel Directors, Business Managers, Dieti- 
tians, Physicians, Directors of Nurses, 
Physical Therapists, Occupational Thera- 
ists ... Engineers, Plant Superintendents, 
harmacists, Medical Record Librarians, 
Aneshetists, Public Relations Directors, 
Housekeepers, Bacteriologists, Biochemists, 
Medical Technologists, X-Ray Technicians, 
Food Service Managers. All inquiries from 
applicants are kept strictly confidential. 


OUR 65th YEAR 


WOOD WAR 


FORMERLY AZNOES 


183 V.Wabash- Chicago, 


Founders of the personnel counseling service 
to the medical profession, serving medi- 
cine with distinction over half a century. 


RAndolph 6-5682 


| ADMINISTRATORS: (a) Dir med _edue 


oppor; ’ lovely E twn. (c) Adm '325-bd full 
accred gen; lge res suburb lge MW city; 
fine oe (d) New 140-bd gen, openg 
soon; $12,000, reqs MS or extensive exper; 
lge city. (e) ‘aden 80-bd JCAH, expandg to 
30; fine post, growg Fla comm. (f) Adm 
new 50-bd hsp ownd by lige MD grp; to 
pmogae 5 Calif. (g) Asst adm, new post un- 
der FACHA; 5-bd full accred hsp; to 
$10,000: nr Washington, D.C. (h) Asst adm, 
270-bd full accred gen; — w/degree; to 
$10,000 start; Mid-E. (i) W/MS, asst adm 
240-bd full accred gen; coll twn S. Atlantic. 
(j) Asst adm 200-bd full accred gen: w/MS; 
exc sal & future; univ centr; MW. 


ADMINISTRATIVE POSTS: (k aad mngr 
w/knowldg insurance; 20-man grp; 


HOSPITALS, J.A.H.A. 


— 
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exc sal & oppor; Calif. (1) Compt, 300-bd 
full are en; respon & good potentl; sal 
open; S. ntic. (m) — compt, 525-bd 
full By gen; to $12,000; univ city; SE. 


(n) Publ relatns dir; 300- full accred 
tlantic. 


gen; res twn 
i75-bd full gen; active dept: 
E metropolis. 


ANESTHETISTS: (a) All new, air-cond 35- 
bd gen hsp; Rs Byrne sm Fla twn. (b) Vol 
gen hsp 200 bds; $7400, ample call pay; coll 
city 50,000; MW. ) JCAH apprv’d 75-bd 


(c 
en hsp; full time MD anes on staff; to | 


N. Engl. (d) 2 staff; 2 MDs hd dept, 
300-bd apprv’d vol gen hsp; $7200, OB call 
if des; SW resort city. 


DIRECTOR OF NURSES: (a) Req’s MS, 
exp, to hd schl, serv in “ie eg expand’g 
gen hsp; to $8000 or more; (b) ree 
pref to hd busy serv in is0-ba gen 

fairly new; $7500; W resort city 36,000. (ec) 
Dir schl, serv in hsp over 500 bds, potential 
much larger; req’s MS, 5 yrs admin exper; 
lge coll, indus city; So. (d) Supv nurs’g 
. Serv of 250 empl; 250-bd fully apprv’d gen 

; $8,000 or more; W. Coast. 


FOOD SERVICE MANAGERS: (a) Dir, 

devel, admin prog for lge co med inst, 500 

to ; city 100,000; W. (b) Req’s 

capable supv for fairly new 100-bd gen 

to MW univ ctr. (c) Exp’d in 

man agg high qual food serv to a. dept, 

oe “mo; city 75,000 1 chge dept, 
300-bd gen hsp: $6600 


TIVE HOUSEKEEPERS (a) Newly 


EXECU 
created posi in very lge, fully apprv’d gen 


hsp; ideal SE resort loca. (b) Supv dept of 
abt 200; must be creative, admin minded; 
very ige univ affil gen hsp; MW. (c) Supv 
lge dept incl 2 assts, 3 man: S 600-bd univ 
hsp; E. (d) Req’s qual male ag sev 7 
hsp exper, able org, dev dept; 

hsp less than 1 yr old; resid joe a oe 
univ city; E 


PHARMACISTS: (a) Supv active —_ 
gross’g over $20,000 pr mo on in-pat dru 


‘8, fully accred air-cond 
gen hsp 300 $7500; SW coll, capital 
city. (a) Full dept, lIge psych hsp; 
$6400; sm twn, SE. 


POSITIONS WANTED 


EXECUTIVE -HOUSEKEEPER: Experi- 

enced, would like to relocate in California. 

Address HOSPITALS, 
ox L-20. 


ADM. GROUNDSKEEPER: 
culturist, age 30, married, 


lary open. Address 
HOSPITALS. Box L-23. 


ADMINISTRATOR: desires change to 100- 
200 bed hospital. Nominee ACHA. cellent 
ee Address HOSPITAL, Box L- 


raduate Horti- 


OUR 65th YEAR 


WOOD WAR 


FORMERLY AZNOES 


183 V.Wabash-Chieago, HL. 


Founders of the personnel counseling service 
to the medical profession, serving medi- 
cine with distinction over half a century. 


RAndolph 6-5682 


ADMINISTRATOR: Early 40s; FACHA; 
MS, Northwestern; outstandg record of 
prof achievmnt includg dirshps, 2 lge hs 
tchg exper; past 4 yrs adm coordinator 
sev lge MW institutns; immed avail for 
exc appntmnt any area. 


ASSISTANT ADMINISTRATOR: 30; 
Northwestern; 1 yr adm res & 1 yr 

asst 360-bd gen; seeks ass 
igr, immed avail; FAHA: pref MW or W 


ANESTHESIOLOGIST: Dipl, FACA; exc 
res & 10 yrs exceptnl exper, Dagan pract 
anes; seeks hsp post in S or S 


PATHOLOGIST: 39; Dipl; 4 yrs trng; 8 
exper; seeks post univ hsp or priv 
affil med schl where in additn to rou- 

tine wk can tch & continue resrch. 


RADIOLOGIST: 31; Dipl; grad Baylor U 


med sch; 3 yrs univ trng, 1 yr exper; pres 
positn W-coast or SW. 


Proposal for a consolidated 
hemodynamics department 
(Continued from page 58) 


vascular section is primarily in- 
terested in treating intracranial 
neoplasms as well as vascular 
anomalies and brain injuries. At 
present, the team functions weekly 
to develop surgical techniques and 
to evaluate the effects of specific 
_ drugs. 

The equipment in use in this 
section includes regional perfusion 
apparatus for extracorporeal cir- 
culation, a specially designed re- 
gional hypothermia unit, infusion 
pumps for lengthy procedures, a 
multichannel scope polygraph, a 
flow meter, a dual channel electro- 
cardiograph and electroencephalo- 
graph monitoring apparatus and 
specific surgical instruments and 
cannulas. 


ADDITIONAL CLINICAL FACILITIES 


To support these consolidated 
technical areas, there is an ade- 
quate workshop specially equipped 
with tools necessary for repair, 
maintenance and development of 
electronic and mechanical equip- 
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ment. There are also special rooms 
for attending personnel as well as 
an office for the director of the 
department and his secretary and 
a waiting room for ambulatory, 
wheel chair, or bed patients. 

In addition to these clinical fa- 
cilities, there is a completely 
equipped animal laboratory which 
includes a special operating room, 
a cage room with a runway and a 
recovery and postoperative room. 
The animal laboratory is supported 


by a fully equipped physiological 


and biochemical laboratory. This 
laboratory is used primarily for 
research and for training the vari- 


ous teams described in this paper. 


Full-time salaried personnel in 
the hemodynamics department in- 


clude the director, who is a physiol- 


ogist; a biochemist and a research 
associate; a pump technician and 
laboratory assistant; a research 
nurse, a cardiac fellow and the 
director’s secretary. 

During the short time that this 
department has been in operation, 
there have been specific cases of 
integrated activity between the 
various sections, which have re- 
sulted in better patient care and 
recovery, Without this integration 


and close cooperation, the degree 
of success in these cases would not 
have been achieved. 


The law in brief 
(Continued from page 94) 


It is possible that the case of 
Falcone v. Middlesex County Medi- 
cal Society, 170 A.2d 791 (N.J., 
1961), decided only a month earlier, 
had some influence upon the settle- 
ment. In that action, without rely- 
ing on antitrust theories, a licensed 
physician was successful in per- 
suading his state’s highest court to 
order the county medical society 
to admit him to membership. The 
court held that the medical society 
exercised a quasi-public power and 
could not act cavalierly and against 
the best interests of the public. The 
judges were impressed by the fact 
that medical society membership 
was a de facto requirement for 
access to local hospitals, although 
they did not venture to order the 
hospitals to grant privileges to the 
physician. For a discussion of the 
trial judge’s opinion, now affirmed 
by the Supreme Court of New 
Jersey, see HOSPITALS, J.A.H.A., 
August 16, 1960, p. 98. : 
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$200-bd gen hsp; $6600; So city 150,000. 2 
Chief; staff of 8 in busy dept, 400-bed med Po 
seven years 
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MICHAEL REESE HOSPITAL & MEDICAL CENTER 
(9383 Beds, going on 1200) 


Thinking of the future? Think about Chicago! Think about her 
lakefront ... the Loop ... Rush Street . . . the museums, uni- 
versities and fine restaurants . . . and the lights! Think about 
Michael Reese Hospital and Medical Center—Chicago’s largest 
private hospital. | 


Due to a vast expansion program, Michael Reese has openings 
for nurses in all clinical areas. If you would enjoy working with 
many of the nation’s finest doctors and nurses, there is a future 
for you at Michael Reese. 


Your leisure hours may be spent in any of the literally thousands 
of cultural, social or educational centers in Chicago. If you want 
to further your education, your FULL TUITION WILL BE 
PAID by the Hospital. Mothers who work as Michael Reese 
Nurses will enjoy nursery and child-care expenses shared by 
the hospital. 


Find out how you can be a Michael Reese Nurse—write to: 


DIRECTOR OF NURSING 
| | MICHAEL REESE HOSPITAL AND MEDICAL CENTER 
29th AND ELLIS 
CHICAGO 16, ILLINOIS 


*Staff nurses begin at $4,680-5,100 « $40 per 
month additional for evenings « $30 additional 
for nights « 30 days’ annual vacation « 40 hour 
week « Two weeks’ sick leave « Eight paid holi- 
days « Social Security and Retirement Plans « Op- 
portunity to participate in a Nursing Service Organ- 
ization and/or a Nursing Education Organization. 
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For Technical Departments 


The full value of Amsco-Excel technical 
casework cannot be judged by the excellence 
of its construction alone. The skill and 
experience of Amsco Technical Projects Service 
in recommending proper arrangement of the 
right kind of casework in relation to other 
iechnical equipment also contributes sub- 
stantially to the attainment of maximum 
efficiency at minimum operating costs. Amsco- 
Excel Casework for Technical and for General 
Departments is furnished in both Enamel 


ond Stainless Steel. 


ONE source for ALL your casework needs 


The addition of Excel Metal Cabinet to the American 
Sterilizer family of companies provides an integration of skills, 
facilities and convenience not previously available to hospitals. 


¥. e Amsco’s procedure-planned Technical Departments 
will achieve a final measure of efficiency because 
of this now-ultimate control of casework design 
and quality. 


pA Casework installations in all hospital areas can 
now be planned with the Amsco-originated 
“total-technic” concept which has so clearly 
advanced Technical Department efficiency. 


For General Departments 
e Nurses‘s Station above and the Patient-Room 
it below are typical Amsco-Excel installations to 

neet specific needs. Amsco Planning Service will 
recommend to you and your architect the equipment 
_and floor plan which will help you attain optimum 
personnel efficiency and work flow in the general 
areas of your hospital as well as in the technical 
areas ... one more step toward complete integration 
of technical and general departments. If standard 
units will not meet your specific needs, Amsco- 
Excel will custom design the ideal unit. ; 


e One contract (under the architect's supervision) ... 
one supplier with total responsibility ... meets 
ALL your casework needs. 


Whether your current interest involves a single work table, the 
renovation of a major department, or the complete casework 
for a new hospital . . . Amsco-Excel provides meaningful and 
exclusive advantages. Write for Technical Brochure. 


CABINET CO.,INC. 
JAMESTOWN, NEW 


Subsidiary of AMERICAN STERILIZER COMPANS 
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